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FOREWORD 


It gives me great pleasure to introduce our Community Based Primary Health 
Care programme and to write the Forword for the manual for the Project 
Managers who are to work in the institutions that take up this scheme. 


CMAI is committed to community health which includes meaningful community 
based primary health care that works with and for people. It is our desire to 
help people to help themselves so that they can meaningfully contribute to 
their own health and development. At the same time, we want appropriate low 
cost, relevant health care services that can make a difference in the health 
status of the community concerned. Our approach through Community Based 
primary Health Care is to reduce infant mortality rates, birth rates and 
childhood morbidity and mortality. Our emphasis is child survival so that 
every child born in the communities we serve has a better start in life. Our 
integrted package of resources for the same is referred to as FIONA (Family 
Planning, Immunization, Oral Rehydration Therapy, Nutrition of Infants & 
Vitamin A prophylaxis). We believe that there must be measurable change in 
some of the health related indicators. In order to make this programme 
Development Advisory Services that would give technical and other assistance 
to members who take up this scheme. It is also our desire to train key people 
who will be associated with the running of the programme in the member 
institutions. These project managers and field supervisors are thus extremely 
important to the success of this whole CMAI programme. They need the 
appropriate attitudes, skills, knowledge and expertise that can make them 
effective agents of change and leaders in community health work. I hope that 
this manual will play some small, yet significant, part in this process. 


We in CMAI would like to thank our Consultants Dr. Sylvia Babu and Dr. Dasan 
Benjamin for their help in the preparation of this manual. We also put on 
record the hard work of our Assistant Training Co-ordinator, Dr. Bimal R.- 
Charles who has worked closely with our Consultants and others to get this 
manual ready. Many people have been involved and it is difficult to record 
‘our appreciation to all, but, I would like to mention Mr. N.C. John who has 
worked in typing and with the computerization that has helped considerably. 
Yet, this manual is a means to an end and it is our desire to help our Project 
Managers and Field Supervisors to get on with the work in the field. They are 
thus to use this Manual as their reference and guide and to adapt and adopt it 
in the field. 


In the final analysis, the appropriate policies and philosophies of community 
health cannot’ be adequately taught — they are caught — aad it is for the 
people who use this manual, both the trainers and the students, to understand 
this process. Thus all of us who are concerned with Community Health, need to 
‘be personally committed to the values and spirit of this approach to health. 
We need to build healthy communities where justice, dignity, equality and 
health abound. Our desire is to facilitate a sense of community and team 
spirit amongst the trainees and the workers so that together we are all part 
and parcel of one great movement to make health a reality for the people of 


India. 


AT 


(MAI is committed to helping its members to look at the larger issues of 
health and social justice where our programmes, assistance, sthemes and 
training must all contribute to this goal. We believe that there must be an 
abundant life - “life in all its fullness” for the people of India. We hope 
that our programmes will give leadership and be an example for others. At the 
same time, we can share our success and failures with others. 


We have great hopes in our Community Based Primary Health Care Programme and 
wish all those involved in it every success as we get on with the job. May 


God guide and lead us in this process. 


Dr. Daleep S. Mukarji, 
General Secretary ~ CMAI. 


INTRODUCTION 


This Manual focuses mainly on Child Survival in keeping with the goal of the 
community Based Primary Health Care Programme of Christian Medical Association 
of India. Our aim is to focus on the launching of low cost and widely 
applicable child survival measures, which can yield a quick and tangible pay 
off in lower rates of sickness and death and therefore reduced financial cost 
and anguish to families. 


The manual does not deal with measures aimed at Socio-economic development of 
the Community which must be undertaken along with the provision of basic 
health services, in order to achieve Health, in its fullest sense. Measures 
aimed at improving literacy, organisation of co-operatives, income-generating 
schemes etc. are all a part and parcel of any programme aimed at improving 
health. However our primary intent is to encourage our institutions to move 
away from hospital based provision of health services to a community based 
approach, where the hospital continues to provide care for problems referred 
to it by the community. 


In order to achieve this, our hospital need to become involved in the 
planning, implementation and evaluation of community based services. Our 
Institutions need to listen to the people and help them to help themselves ‘in 
promoting and maintaining health. Child survival and other health measures 
apropriate for meeting health hazards in a community should be adopted and 
implemented within the frame work of the Primary Health Care approach. 


In compiling this manual, we have used the best available materials on the 
subjects covered; a list of the books, periodicals and journals used is given 
in the list of resource materials used. 


For easy reference, the manual has been divided into five sections with each 
section dealing with a specific topic. 


The manual also gives guidelines for the CHVs Training. The information you 
get from different chapters will help you in teaching the CHVs. You may use 
material from other sources also for this purpose. 


This manual is to be used during your training programme and you can add 
additional informations you get during the training, from your colleagues, 


journals etc. 


A list of Resource materials you can avail of from different sources is given. 


Annexures are provided as additional information. 


Tt would not have been possible to produce the manual without the cheerful 
assistance of several of the CMAI office staff. ‘ur thanks to Mr.N.C.John, 
Computer Assistant, Mrs.Maryann Vyland, Miss Shobha Mategaonker, and Mr.Anil. 
We are also extremely grateful to Dr. Ronald Seaton, Dr. Abel Rajaratnam, Dr. 
George Joseph, Ms. Sujatha de Magry and to the Area Managers of the CMAI for 


their valuable comments. 


Needless to say, , 
Mukarji, General Secretary, CMAI, was most invaluable. 


This manual is meant for you — The Project Manager. 


This manual may not give guidance or answers to all the problems you 


across in your work. Your suggestions to improve this manual are 


welcome. 


We have enjoyed working on the preparation of the manual together. We 
you will benefit from using it in the field. Do feel free to keep in 


with us. 
DR. SYLVIA BABU, M.D.,M.P.H DR. VIJAYAKUMAR MOSES, M.D.,M.B.A.,M.P.A 


DR. V. BENJAMIN, MRCP, MRCP, MPH , DR. BIMAL CHARLES, MBBS 


Please write to: 


DEPARTMENT OF EDUCATION, TRAINING AND COMMUNICATI 
CHRISTIAN MEDICAL ASSOCIATION OF INDIA 
POST BOX NO. 24 
NAGPUR - 440 001. 


the cont inuous guidance and encouragement from Dr. Daleep S. 


come 
most 


hope 
touch 
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SECTION | 


JUSTIFICATION OF THE COMMUNITY APPROACH 
THIS SECTION INCLUDES 


1. DISCOVERY KIT 


2, COMMUNITY BASED PRIMARY HEALTH CARE 


DISCOVERY KIT 
An Introduction to the discovery kit 


This discovery kit is designed to provide you with an opportunity to Discover 
aspects of the causes of ill health and underdevelopement (which are often 
only vaguely understood) and possible ways of finding solutions. The 
materials used in this Discovery Kit assume a fairly basic awarness of broad 
health and development issues i.e. it is assumed that you know that the 
general roots of ill health lie in disregarding the interelationship between a 
multiplicity of factors that promote and maintain health. 


The primary objective is for you to feel empowered by discovering that groups 
and programmes all over the world are dealing with existing health and 
development problems in innovative and effective ways. Alternative approaéhes 
are increasingly being used to provide some curative preventive and promotive 
health services for all hopefully by the turn of the century. (Health for all 
by 2000 A.D. Alma Ata declaration 1978). In the Alma Ata declaration primary 
health care was declared to be the basis of achieving the goal of Health for 
all. The Principles of primary health care are clearly defined in the 


declaration as 


equitable distribution 

community involvement 

preventive and promotive approach 
appropriate technology and 
multisectorial approach 


ee te OF 


The components of primary health care include a crucial introductory phase 


including: 


* health education 

* food and nutritic® 

* drinking water ar sanitation ; 

* maternal and chil tiealth including family planning 
* immunizations 

* 


early diagnosis and treatment of minor ailments 


~~ 
pahedith education 
*. Food and autritioa 
p< Nae Ross J ae 
* drinking Water and sanitation. 
bs iomunizations 
* maternal and child health 


We must be careful however that our efforts do not stop with this introductory 
phase. Health in its fullest sense cannot be achieved without developmental 
activities designed to generate community involvement. Sufficient safeguards 
must be included to ensure equitable distribution of resources and services. 


It is obvious in a large country like India it is not possible to tackle all 
problems with the same intensicy sim ltaneously. Therefore we will have to 
choose the most sensible and cost effective alternatives from among various 
possible aproaches. There is general al around agreement that it is worth 
while to deal with population control, and the task of assuring the health and 
survival of children already born. The effort to ensure child survival is 
not only good for ensuring a healthy future generation but is also likely to 


provide the motivation to accept the small family norm and so contain run-away 
population growth. 


Government already has existing programmes incorporating these components 
special emphasis being given to child survival by programmes such as ICDS 
(integrated child development services). The CMAI is proposing to launch a 
FIONA programme’ for vulnerable population groups) (Family welfare; 
Immunization; Oral rehydration; Nutrition; A Vitamin A prophylaxis). 


2 


“ou too have within your reach the means to change the conditions that foster 
-llhealth and underdevelopment all of us are able and active learners-given 
“he appropriate knowledge and training. People do have skills and reasoning 
ability to solve problems when given appropriate information with which to 
ork. You have the capacity and opportunity to train the health manpower 
ecessary to work in and with the community so that health for all becomes a 
eality. Sur abilities as individuals and our responsibilities as citizens 


“volved us all in promoting ways to achieve positive changes for our 
Wmunities. 


ducational objective for this exercise 


) To discover that health is a “wholeness” encompassing relationships, life 
styles, social environment and physical illness 


) To identify some of the causes of illhealth and its relationships to 
poverty and ignorance. 


3) To assess the relationship between existing medical facilities 
(manpower,beds) and infant mortality rate. 


(4) To recognise that hospital services today are largely dealing with 
problems which can be prevented by health education and other activities 
at community level (primary health care approach). 


(5) To identify possible and effective solutions for improving the health 
status of the community. 


Aids for your own discovery of issues in health and development: 
‘1) Abstract from “working together for health 

2) Case study on hypertension. 

‘3) Case study on tuberculosis . 

(4) Antia~s article 

(S) A chart of comparitive statistics . 

$6) Towards a polio free Madras. 


(7) Your own hospital morbidity statistics. 


WHAT IS HEALTH ? 


Before we start this lesson let us first define health. 


1.1 


1.2 


t.3 


1.4 


5 


b.6 


Are you healthy? How would you define heaith write you definitions 


below. 


Most people would start by saying that health is the absence of illness 
or disease. Yet there is more to being healthy than being without 
disease. Being healthy means complete physical, mental, spiritual and 
social well-being. So a healthy person is one who possesses 


and 
ESE Ee ee eS 


Is spiritual well-being part of health? See Mark 2:1-12. 
What did Jesus first say in v 5? "My son your 


aan G=oda~uasuansiaioracaeeeeeeE ee es Ee es 


Why did Jesus not just say “You are healed" as he said later in v 11? 
See v 9-10. Jesus emphasises here that spiritual healing is part of 
physical healing. So the paralytic man would not be fully healthy until 
his were forgiven. 


So our definition of health is “being in complete 
re ee 
> and 


Let us look at a few cases: 


a» Ramiah lives with his wife and six children in a village in South 
india. he works as a bonded labourer earning less than Rs.5/- per 
day. The landlord in coistantJy harrassing him about not working hard 
enough, even though he works ten hours a day in the fields. In 
addition to this problem he is concerned about not being able to 
Provide adequate food for his children. 


b. Sushila is the village dhobi. She is preganant with her fifth child 
she feels weak and tired and has swelling of her legs inspite of 
taking medicines she is unable to work. 


c. Laksmi is the wife of one of the rich landowners in the village. One 
day her only son fell into the well and drowned. Laksmi was talking 
to a friend and did not notice this. She therefore feels guilty about 
his death and has occasional spells of deep depression. 


Which of these would you consider healthy? 


(a) Ramiah 


{ ] b) Sushil 
(c) Lakshmi [ ] le ae occa 


(d) None of them [ } 


We will now follow the “Branching Method”. 


om | 


1.8 


1.9 


* If you answered a - go on to Frame 1.7 
* If you answered b - go on to Frame 1.8 
* If you answered c - go on to Frame 1.9 


* If you answered d - go on to Frame 1.10. 


If your answer was (a) look again at the definition of health. Although 
Ramiah has no physical illness he is certainly not in a state of good 
social well-being. From this stand point he would be far from healthy. 
Just because he has no physical symptoms of illness does not mean that he 
is healthy. 


GO ON TO FRAME 1.11 


If your answer was (b) you are forgetting the usual emphasis of illness — 
the presence of symptoms. Most people would not consider her to _ be 
healthy ‘because of her symptoms of weakness, tiredness and swelling “of 
legs. 


GO ON TO FRAME 1.11 
If your answer was (c) look again at the definition of health. She may 
have no apparent physical illness but she is definitely not in a state of 


good spiritual and mental well-being. Her guilt feelings for the “sin” 
of neglecting her son keeps her from being healthy. 


GO ON TO FRAME 1.11 


1.10 Did you decide that non of them could be conidered healthy? 


If so your view of health is in keeping with the definition given 
earlier. Ramiah is unhealthy because of his social condition. Sushila 
puttiah is unhealthy because of her physical illness. Lakshmi is 
unhealthy because of her spiritual and mental condition. All three need 
to improve their health but the process of improvement will be different 


for each. 


GO ON TO FRAME 1.12 


1.11 


1.13 


being healthy does not just mean the absence of illness. 


Remember, 1 
mental, 


instead it mens being in complete . 
and well being. 


You need to learn this definition of health. 
it is important for you to understand what comes later. 


-Tick below any of these whom you would consider to be unhealthy. 


ae [{ } A four month old child weighing 2.5 kg. 


b { ] A 60 year old man complaining of severe abdominal pain for 
several months. 


a A new wife concerned about the large dowry which her family had 
to pay at her wedding. 


a. f°) A 20 year old man with chronic cough and fever now coughing up 
blood. 


2.2577 A 30 year old bonded labourer who is working 12 hours a day in 
the fields. 


f. [ ] A 3 month old child weighing 8.5 kg. 
S f4 A 2 year old girls with draining ear and fever of 104 degree. 


Be Py A 22 year old man being forced by a money lender to work a 
second job at night in order to pay back a loan of Rs.5000/-. 


How many did you tick? If you ticked all of them you are correct. 


Most people will have itttle difficulty in pointing out that (a),(b) (d) 
and (g) are examples of unhealthy people, with symptoms that are usuall 
considerd as pointers to ill-health. But what of the others? ce) nl 
about a person who is not in a state of mental well-being. So oes can be 
etn unhealthy. The bonded labourer in (e) is in a state of poor 
au oe being; and therefore is not healthy. The young man in (h) is 
a ee social situation and so considered unhealthy. Many people 
peda: ne the baby in (f) to be healthy, as they feel that a fat 
y baby is healthy. aA baby or adult weighing more than the normal 


weight for their a 
less than he sheds. and height is just as unhealthy as someone weighting 


1.14 Who do you feel should be expected to be healthy? From the list below 
tick those people who should expect to be healthy: 


(a) The rich { ]} 

(b) The poor [ ] 

(c) Members of the Christian Community [ ] 

(d) Those who live in nice houses in the cities { ] 
(e) Those from small villages [ ] 


1.15 You should have again ticked all of the above. HEALTH is a RIGHT for 
all. This means that it is something to which (all/some) people have a 
just claim. (Score out the wrong word) - 


1.16 No person of higher social standing, education or wealth has a_ greater 
claim on heaith than anyone else. Good health fs not just something 
which Christians can expect from God. Good health is a R 

for all people. 


1.17 Yet not all people are healthy. Why do you think some people are iess 
healthy than others? 


1.18 Although all people have an equal claim on health, not all are equally 
healthy. Some people have poorer health through ignorance of how to 


maintain good health. Others are less healthy because of poor 
environmental conditions - this includes a social climate which fosters 
social evils, - eg. dowry, alchoholism or drug abuse. Others because of . 


hereditary illnesses etc. Yet by far the greatest reason for poor health 
is poverty. Give the four reasons for poor health: 


1. 
2. 
35 
4. 

1.19.The greatest reason for poor health is p ° It is not 
merely the lack of money to buy medicines or refusal to seek medical 
advice. A poor person has difficulty in providing adequate nourishment 
for her family. So the body becomes (healthy/unhealthy). 

1.20 Poverty does not allow for adequate housing and sanitation, and _ this 


results in more illness . Poverty and lack of education together 
contribute to ignoreance of good health practices and so to more illness. 


. Seas 


WHAT IS HEALTH - continued 


last lesson we began a study on health. Let us look further at _ the 


In the 

subject. 

|.21 We defined health as being in complete and well-being. 

1,22 But what about sickness? Is it a punishment from God? (Yes/No). 

1.23 Ramesh and Sarita were proud parents. Their little boy Anand was just 
3 years. old and a delight to their whole family. Then one day Anand 
fell ili and soon died. Some friends of Ramesh and Sarita came to 
visit them from their church. Sarita began to weep and ask, "Why has God 
done this to me ? Where have I sinned ?” 

Their friends were wise Christians and explained that illness was not a 
punishment that God sent to people. Sarita looked surprised. “No » said 
their friends. "God placed all the punishment that our sins deserved 
on his son Jesus on the cross. There is no need for any further 
punishment.” 

Did the friends say that the death of Anand was a punishment for 
Sarita”’s sins ? 

What reasons did they give ? 
<r o ee)\-. —\>\ ie 
1.24 Many people, including some Christians, believe that sickness and 

disease is a punishment sent from God upon them. Read John 9:1-5. Whose 
sin did Jesus say was responsible for the man’s blindness ? 
| 2) 5 EIR 5 
We need to remind ourselves that when any sick person came to ask Jesus 
-» for healing, he never refused them. Infact, Jesus healed even thouse 
people who were thought to be suffering especially harsh punishment from 
God because they were lepers. 
_ Jesus shows that God’s will is that sickness (SHOULD /SHOULD NOT) be 
- healed, and prevented in every possible way. 
1.26 Jesus sent out his disciples to do what he did - to announce that the 


kingdom of God had come and to heal people. (SEE MATHEW 10:7-8). He 
sends his disciples how today to do the same. In healing people, and in 
helping them to live healthy lives, we are demonstating the good news of 
the Kingdom of God and commending to people the good news of the love of 


What 


1.27 


1.31 


two things do we do when we heal people? 


1. We demonstrate 


2. We commend 


As we have seen, a healthy life is not just a life that is free from 
sickness. it is a life in which we can participate fully in human 
society. Read Genesis 1:27-28. God here made man the steward of his 
creation. So a healthy life is one in which we can be stewards of Gods 


creation and take part through our work in developing the earth as Gods 
home for man. 


According to this frame, how would you define a healthy life? 


Paul gave as a pattern for human society the model of a human body. Ina 
healthy body each member plays its own role so that the whole body can 
function well. See 1 Cor 12:14-26 


Can the eye function without the hand? 

Now look at Romans 12:4-8. This tells us that every person, however 
lowly or unimportant has a part to play and a “gift” which everyone else 
needs. Just as we need even our smallest toe to walk properly, so the 
whole of society needs every member to function properly. In the list 
below who do you think is needed in society? 


a. The pastor [ ] b. The postman [ ] 
c. The sweeper [ ] d. The Panchayat Chairman [ ] 
e. The schoolmaster [ ] ae ce a 


I hope you ticked all of the above. So one of our tasks in enabling 
people to live healthy lives is to enable them to discover and contribute 
their "sift" to the whole of society. What is your. gift? 


eee ee 


The model of the body also tells us that each member should use his gift 
for the benefit of the whole body. If the right hand said that it would 
only use its skills to benefit the hand, the whole body would suffer. It 
would not be able to write or even eat. (Look again at 1 Cor 12:26). 
Similarly if people who are clever, powerful or rich just benefit 
themselves, everyone else suffers. So in enabling people to live healthy 
lives we must encourage them to live as servants of each other and to 
seek the interests of all, including themselves. This was Paul’s clear 
advice to the Phlippian Christians "Look out for one another’s interests, 
not just for your own" (Phil 2:4 - Good News Bible). 


Whose interests should you look after? 


a. [ ] your own b. [ ] others c [ ] both. 

1.32 How are we to use our gifts for one another ? Jesus himself gave us the 
pattern. He contrasted his form of leadership with the form of 
leadership exercised by the politicians of his time. They exercised the 
rule by harsh domination, by forcing people to obey them in one way or 
the other. Jesus said that his disciples must not be such leaders. 
Read Mark 10:41-45. Jesus says they should be like him who, though he 

wes their leadet, @.2- them like a servant. 

1.33 So we must encourage people to serve one another, to seek the 
interests of others in using the gifts, talents and resources that 
they have. This is specially important in the sharing of food, 
clean water supplies and in providing health resources for all the 
community. It is not natural for human beings to do this. We are 
naturally selfish creatures. This is why the transforming power of 
Jesus Christ is necessary if we are truly to enable people to 
discover how to seek the interests of others. In this way we will 
work fruitfully with them in building a healthy society. 


Source: Working together for health - TAFTEE India (1984) 


GOD OTHER PEOPLE 


HEALTH 


BODY MIND 
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Case study on hypertension (blood pressure) 


Mr Thomas is a business man who owns a profitable restaurant in the heart 
of a big city. His income enables him to live in luxury with all the 
comfort and style of the upper crust of society. However, he is plagued 
with symptoms of a stomach ulcer and also has very high Blood pressure. He 
is on medication for both these ailments with the best drugs (and 
therefore expensive) available in the market. Inspite of this treatment 
there is scant relief from the burning pain in his abdomen and his 
headaches and dizzy spells. Mr Thomas is overweight, he smokes incessantly 
(foreign cigarette brands only) and drinks a quarter pint of Scotch 
whiskey daily. His physician is unable to help him inspite of repeated 
advice to cut down his consumption of alcohol and cigarettes. Mr Thomas~ 
response to this advice is that both these habits are “necessary evils” in 
his life because of pressures in his business and also because he is 
expected to entertain lavishly. Case histories such as this are not at all 
uncommon among the higher socio-economic group. Clearly, no medications 
exist to cure ulcers and/or hypertension which are caused and perpetuated 
by a life style which is injurious to the body. 


(1) Is there a solution to Mr Thomas” problems? 


If yes, what suggestions do you have ? If no, why not 


(2) How many of these suggestions are possible in your hospital setting? 


Ld 


3. Case study on Tuberculosis (T.B) 


Muthu lives in a slum with his family of six children, his wife << pp 
mother. The living area for this household of nine people is one x 
room anda small 2° x8° area which serves as a kitchen. All nine members 
sleep in the 8°x 10° room. Muthu earns his livelihood by hiring out 4 
cycles which are owned by his landlord. Muthu is expected to pay the 
landlord Rs.10/- day for the privilege of hiring out the cycle which the 
landlord has purchased with his own funds. On good days days Muthu can earn 
as much as Rs.20/- but on rainy days he sometimes has no customers to hire 
out the cycles. Muthu’s wife Therisa works as a maid in two houses and 
earns Rs.200/- per month. Muthu has been diagnosed as_ having pulmonary 
tuberculosis and advised regular treatment for a minimum period of one 
year. However, the Govt. dispensary where he can get free medicines is a 
long distance from his house- the busfare to reach this dispensary is Rs 
1.50 each way. There is no straight bus route, he must change into another 
bus to reach his destination. Also on one occasion,after he had made the 
effort to reach the Govt.dispensary he was asked to come back two days 
later as the medicines were “out of stock’. So Muthu has been off treatment 
now for 3/12 - he is coughing more now and has chest pain which forces him 
to lie down. Because of this his “cycle business* has deteriorated and he 
is unable to earn any money. The landlord is adamant about getting his 
Rs.10/per day. Muthu becomes depressed and turns to alcohol for relief from 
his frustrations. Soon he is demanding money from his wife to buy alcohol- 
if she refuses, he takes it from her forcefully, beating her up — for which 
he is always sorry. His family is not getting enough food — the youngest 
child aged 2 years is very weak and irritable and the doctor at a local 
clinic has diagnosed that this child also has Tuberculosis. 


(1) Given this case history, design specific interventions which you think 
would help to solve Muthu’s problems. 


(2) Given that Muthu is “cured” of TB, what other factors remains which 
will restrain him from achieving health. 
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4. Responding to disease as people, and only they can - Antia’s article 


N.H. Antia who analyses the experience and results of a community health 
project in India - to indicate the practical relevance of the concept of 
primary health care. he argues specifically in relation to the basic 
capability of the community to treat and control diseases rampant in the 


ries We give here some relevant portions of his article published in 
uture’. 


Disease profile: 


According to the health statistics by the Central Bureau of Health 
Intelligence, Government of India, tuberculosis, tetanus, acute respiratory 
infection, gastroenteritis, measles, malaria, leprosy, poliomyslitis and 
filariasis comprise some of the major killing and maiming diseases that affect 
the people. This pattern is broadly true of most developing countries. This 
is by no means a comprehensive list for a host of other diseases like 
gunineaworm, xerophthalmia, veneral diseases as well as medical and surgical 


emergencies, trauma and poisoning by pesticides and chemicals continue to take 
their toll. 


For most of these, modern medical science has provided us with knowledge and 
technology for their prevention as well as for cure which is remarkably simple 
and safe as well as cheap. 


Wrong response: 


The response of the health services, which is generally guided by the medical 
profession, is for a vast increase in the medical and paramedical manpower and 
of drugs as well as of medical colleges, urban hospitals and more recently of 
Primary Health Centres. While the emphasis in the private sector is 
understandably confined to curative medicine this is also regrettably true to 
the public sector to a great extent. That part of the public sector which is 
entrusted with the preventive and promotive aspects and control of the major 
diseases and of the “primary health care services” scourages, ‘namely 
tuberculosis, malaria, leprosy, filariasis and blindness. Most of these 
programmes have been in operation for several decades. Except for the 
eradication of small-pox and the control of malaria (which shows resurgence) 
these national programmes as well as the Primary Health Care centres have had 
little impact on the mortality or morbidity figures. 


Faith in people: 


This is clearly brought out by the experience in our own community health 
projects in Urban and Mandwa in the Maharashtra state as well as many similar 
experiments in India and other countries. While such experiments expose the 
social, economic and political factors which determines the health status of 
the people as well as of the health services, they also demonstrate that a 
considerable reduction in mortality and morbidity can be achieved even under 


the existing conditions. 
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i-illiterate village women 
table illustrates what thirty sem 
ne nar ny villages (30,000 population) could achieve in a period of 


in 
why Ae when the chief input consisted of weekly discussions under the 
village tree and a very modest loocal supporting organizational and referral 
errice: See ee ee 
Pc National Mandwa 

Figures 1981 (a) Project 1982 (b) 

Birth rate 33 "3 
Crude Death Rate i255 é. 
Infant Mortality Rate 127 
Immunization: 
Trible Antigen 92% 
Polio 28% 67% 
Tetanus Toxoid 78% 


ae eae ae ee ee ae ee Ae ae RS AS SS SES CSA ES SU =e re SR Ae eae a wt Shu wml sth ny ces eb ay Sls ns ig 
—a ae wee ee —_ 


Source: (a) Central Bureau of Health intelligence, Government of India 1983. 
(b) The Foundation for Research in Community Health, Bombay. 


A baseline survey by the Tata Institute of Social Science revealed that the 
initial situation in Madras was no difference from similar rural areas. 


Results speak 


The results are more surprising because there were no inputs in nutrtion, 
water supply or sanitation. There was lack of cocoperation from the private 
health servies and hostility from the public health services. 


(Dr. N.H. Antia, FRCS is Director of the Foundation for research in Community 
Health , 84, Ar.G. Thandani Marg, Worli, bombay - 400 018. The Community 
Health Project in MANDWA, a village of Bombay was organized by the foundation 
among other activites.) 
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5- CHART OF COMPARATIVE STATISTICS - I 


1. Infant Mortality Rate 


(ages 0 - 1) 114.0 39 39. | «90 
2. Life expectancy at Birth 54.1 67 67 52 
3. GNP per capita (US$) 260.0 320 310 580 
4. Total population in millions (1985) 717.8 15.4 102735 15657 
5. Adult Literate% Males/Females 47/26 91/82 79/51 80/64 


6. Primary school enrollement ratio 
Male/Female 98/69 85/84 *NA 100/95 


7. Secondary school enrollement ratio 
Male/Female 39/20 50/55 *NA 36/24 


8. % Mothers Breast Feeding at 3/6/12 
months 93/60/50 88/82/60 *NA 98/97/83 


9. % of children under five suffering 
from mild/moderate/severe mal. 
nutrition. 33/5 ~ - 27/3 


10. %- One year olds fully immunized 
BCG/DPT/POLIO 18/39/18 64/56/56 *NA 55/29/3 


Source: 1. The state of the worlds children 1985 UNICEF 
2. Health Statistics of India 1985. 


3. Future - 18 & 19 - 1986 
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Comparative Statistics ~- II 
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Indicator India U.P. Bihar Karnataka Kerala 

1. Infant Mortality ‘ ; 
Source :Sample registration 110 150 118 6 3 
system Registar general of 
India. 

2. Audults literate % “ 
Male/Female 47/26 39/14 38/14 49/28 75/66 


3. Total Employment in Public - 
Private sector, 242 .73/3056 26/178 16.20/118 12/162 11/369 


total in lakhs/women in 
thousands 


4. Number of Instututions 
providing diploma in 165/8075 9/430 4/280 34/1770 9/170 


pharmacy 
Total Inst/no of seats 


5. Doctor possessing recognised 
qualifications registered 2,97 ,228 26 , 502 21 621 23,470 14,251 


under state medical councils 
6. No of Nurses(general) and 
pharmacists on the register 


of employment exchanges 15918/7339 633/156 2455/431 144/200 589/1465 
pharmacists/nurses 


ee eee. —~—-<--— —— ee -— 
- —_— -— 


Source:Health Statistics of India 1985. 
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ee etal MR 2 at on comparative statistics. 


1. The low level of immunized children in India is an important cause of 


illness and death. What other factors affect their health and welfare 
of children. 


How does the number of doctors relate to infant mortality rate? 


3. Based on the information given what are some possible explanations for 
the statewide differences in statistics. 


4. Based on the information given what types of measures need to be taken in 
order to imporve the health of people. 


6. Towards a polio free Madras 


As India prepares to attempt the immunization of all its children by 1990, 
smaller-scale programmes are yielding valuable experience of how to involve 
all organized resources in reaching out to the poorest groups. This year, one 


such campaign has also succeeded in controlling one major disease in one major 
city. 


This year the city of Madras made an unprecedented attempt to contain polio by 
immunizing the vast majority of its children. Without this extraordinary 
effort as many as 1,000 of the city’s children would have been permanently 
crippled by polio in the next twelve months alone. 


What became known as the Madras momentum” started in 1984 as a collaboration 
between the state government of Tamil Nadu and Project Impact - a coalition of 
organizations working to prevent disability. 


After two pilot campeigns in slum areas, a citywide programme was mapped out 
for early 1985. The first task was to stock up on oral polio vaccine. With 
help from Indian business, Rotary International and the United Kingdom Save 
the Children Fund, the state ministry of health accumulated the necessary 
600,000 doses during the early months of the year. To keep the vaccine cool 
until it was needed, three private companies vounteered their refrigerated 
storage space. 


But as the pilot campaigns had shown, organizing the supply of immunization is 
often an easier task than organizing the demand. The next step was to inform 
all Madras parents of the three vaccination days and their importance. 


First the slum-dwellers own community leaders were asked for their advice and 
help. Volunteers were recruited and the plans drawn up to visit each of the 
city~s 1 million homes. On average, there was one vaccine centre for every 


five streets. 
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Among the volunteers organizers were schoolchildren, ve pi 
medical college students, sneee Of) <3e pci, cae “, pA es 
and members o e ° 
ans, periaigers! Someone of slum-dwellers. The Beer eny radio and 
television networks ran advertisements, documentaries and pane programmes. 
Fleets of motor-driven rickshaws with megaphones toured the narrow series 
announcing the vaccination days. A million handbills went up pie the 
city. And on the streets, traditional puppet shows dramatized the war between 


polio and vaccine. 


The Madras business community supplied ingenuity as well as cash to back up 
the campaign. Employees received notices in their pay packets streessing the 
importance of immunization, asking them to spread the message to friends and 
neighbours, and appealing for donation: the results were pinned up on company 
notice-boards. Immunization stickers were placed on telephone handsets in 
hundreds of small hotels and _ restaturants, which also offered their 
refrigerators for local storage of vaccine on immunization days. A 
vaccination “advertisement” was rubber-stamped on outgoing mail in hundreds of 


commercial offices. 


Between May and July, the majority of the city~s children were immunized 
against polio, despite some falling-off in attendance. Even so, 94% of the 
city’s children received the first dose, 88% the second, and 72% the third a 
coverage level that may be high enough to interrup the transmission pattern of 
the disease and so protect even those who were not immunized. 


Successful as it was, the Madras initiative raises the questions of how to 
sustain such initiatives year by year and how to reach children under one, the 
most vulnerable group. The campaign also tackled only one of the six vaccine- 
preventable diseases that strike at children’s well-being. But as the project 
newsletter Moksha comments, "The creation, ona mass scale, of public 
awareness of the importance of immunization will further strenthen the 
existing expanded programme of immunization." 


Questions on polio free Madras: 


(a) What are the elements that contributed to the success in this 
illustration. 
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(b) What steps do you think you can take to achieve a similar result in your 
project area? 


(7) Your own hospital morbidity statistics (out patient or in patient) 
Take a look at your own hospital mortality statistics and decide 


a) How many of these disease could have been prevented by appropriate 
health education 


b) How many could as well have been handled at community level at less 
cost? 


c) If these desease were handled at community level what impact would 
have on your hospital? 


The hospitals role in achieving the goal of “Health for all by the year 2000". 
(a) Should hopsitals be involved at all? 


YES / NO. 


If YES - what are the steps which hospitals must take to achieve 
this. (Check the appropriate steps or measures listed below). 


4) Clarify their own aims and objectives, 


ii) Design specific activities which will fulfill these objectives. 
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iii) Assess the impact of their services on the following: 


- infant mortality rate 
- birth rate 
- death rate 


iv) Invest in provision of specialised services. 


Assess ment 


Multiple choice questions: 


In the following questions 


(1) Check (tick) the most appropriate answer 


—_—_—_———— i Ss... 


I. Health is a state of well-being involving 


(a) relationship with God 

(b) Relationship with fellowmen 

(c) Relationship with our environment 
(d) Physical well-being 

(e) All of the above 


IIl.Factors which help in the reduction of infant mortality rate (IMR) are : 


(a) Large number of hospital beds; 

(b) Sufficient number of doctors 

(c) Improvement of female literacy rates 
(d) All of the above 

(e) none of the above 


III. The major factor which perpetuates ill-health is: 


(a) Inaccessible Government dispensaries/hospitals 

(b) Lack of essential drugs in government dispensaries 
(c) Poverty 

(d) Cultural beliefs. 


IV. A state-wide desirable coverage of immunization cannot be achieved unless: 


(a) There igs foreign aid 

(b) Superstitious beliefs are dispelled; 
(c) Children are forcibly immunised 

(d) There ig political will and commitment 
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V. Primary Health care is 


(a) 
(b) 
(c) 
(d) 
(e) 


Treatment being restricted to minor ailments only 
making hospital services irrelvant 
practicing sub-standard medical care 


comprehensive and multisectorial approach to health 
none of the above 


VI. Training in Primary Health care is essential for : 


(a) 
(b) 
(c) 
(d) 
(e) 
(£) 
(g) 


Medical superintendents 
Nursing staff 
Programme managers 
field staff 

consultants 

all of the above 

none of the above 


In the following (CIRCLE) the correct response 


VII. 


VIII. 


IX. 


Peptic ulcer and Hypertension are diseases which can be cured completely 
by use of appropriate drugs alone ; True/False 


Social evils, such as dowry, have no impact on physical well-being ; 
True/False 


Health is all its fulness can be achieved without any relationship to 
God; True/False 


There is just and equitable distribution of existing medical technology 


True/False 
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THE COMMUNITY BASED PRIMARY HEALTH CARE AND DELIVERY SYSTEM (CPBD) 


CONTENT: 


1. Introduction: 


i day one will die before the 
f India for every 10 children born to 
eer wane pie (IMR - 114) and 3 more will die before the 5th Birth day. 


We are guilty of many errors and many faults, 
but our worst crime is abandoning the children, 
neglecting the fountain of life. 

Many of the things we need can wait. 

Fhe child cannot. 

Right now is the time his bones are being formed, 
his blood is being made, 

and his senses are being developed. 

To him we cannot answer ‘Tomorrow’ 

His name is ‘Today’. 


—Gabriela Mistral, of Chile 


His name is. ‘Today’. 


So: 


(1) OUT OF 10 CHILDREN BORN TODAY, ONLY 6 WILL CELEBRATE THEIR FIFTH BIRTH 
DAY. 


(2) MOST OF THESE DEATHS ARE PREVENTABLE. 
These deaths are the result of: 


“MALNUTRITION 

INFECTION 

DEHYDRATION DUE TO DIARRHOEA 
SHORT BIRTH INTERVALS 
INCREASING POPULATION 


Vicious Cycle of 
health care 
Causing poor health 
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Aggravated by: 


- inadequate and inappropriate Health Services. 
— poverty 


- unhygenic conditions 


The Indian government has in a New Health Policy (1983) recognised some of the 
deficiencies in the health services and adopted and accepted the Primary 


Health Care approach in order to achieve Universal Primary Health Care "Health 
for all by the year 2000". 


What is Primary Health Care? 


Primary Health Care is essential health care made universally accessible to 
individuals and families in the community by means aceptable to them, through 


their full participation and at a cost that the community and country can 
afford. 


It forms an integral form of both of the community health system and hospital 
based services of which it is the nucleus and of the overall social & economic 
development of the community. 


The CMAI through its member institutions is committed to helping and assisting 
the government of India in achieving this goal, recognising that the 
components of primary Health care includes; 


Women’s Health 

Child Health 

Family Planning emphasising spacing of children 
Low cost curative care 

Special Disease programme 

Health Education 

Food and Nutrition 

Drinking Water and sanitation 


CONDU KF WN Fr 
e 


3 YEARS GAP 
AFTER A CHILD 


SPECIAL ie 
DISEASE 
PROGRAMHE 
—_——— 
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Government of India in its National Health Policy 1985 aims 2 sgggreee 
services nearest to the door-steps of the people and por A toad 
participation of the Community in the health development bere en 

recognised that if the quality of the lives of the people is yn yo ? ove : 
their health status must be raised. In this perspective, healt _ opmen 

is to be viewed as an integral part of overall human resources development. 


The 


The National Health Policy points to the need of restructuring the health 
servies on the preventive, promotive and rehabilitative aspects of health care 
and brings out the need for establishing comprehensive services to reach the 
population in the remotest areas. The programmes are being implemented 
through the fullest involvement of the communities. 


Some of the major steps taken towards this direction are the following: 


(i) To shift the emphasis from the curative to the preventive and promotive 
aspect of health care as well as to take services and supplies nearest to the 
door-steps of the people, the following charges have been brought about: 


(a) It has been decided to establish one sub-centre for every 5000 rural 
population (3000 in Tribal and Hilly Areas) with one male and one 
female workers. 21135 new sub-centres have been opened during the 
four years, 1981-1984. The total number of sub-centres, as on 31-3- 
84 stood at 74307. A target of setting up 9071 more  sub-centres 
during 1984-85 had been fixed by the planning commission. 


(b) In place of the Primary Health Centre for every community Development 
Block it has been decided to have on Primary Health Centre for every 
30,000 rural population (for every 20000 in Hilly and Tribal areas). 
1/26 New Primary Health Centres have been established during the four 
years, 1981-84. As on 31-3-84, the country had a total of 7210 
Primary Health Centres. The Planning commission had fixed a target 
of setting up 197 more PHCs during the year 1984-85. 


ii) To further the Primary Health Care approach and secure community 
involvement, a centrally sponsored programme is being evolved to train health, 
guides selected by the community for every village or every 1000 rural 
population. 3.13 village Health Guides had been trained till 1-4-1984. 


(MAI wants to work with and for people so that there may be "Health for All” 
(MAI accepts both primary Health care and appropriate referral and training 
centres and hospitals in its "BOTH AND” commitment to the health of the 
community (community health). (MAI recognises that it is mainly the 
government~s duty and responsibility to provide health care services and yet 
we believe that voluntary agencies have a crucial role to play in this 
process. (MAI emphasises its commitment to community health - an approach 
that takes into consideration the needs and process. CMAI emphasises its 
commitment to community health - an approach that takes into consideration the 
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Health starts with people - the community - and is a process that recognises 
their right to health care. It enables or empowers them to work together to 
encourage people to take responsibility for their own health care servcies 
to be relevant, lowcost, effective and acceptable to the people. It 


supports a referral system and states explicitly that there is a role and 
place for the hospital in community health. 


Therefore the CMAI is assisting some of its member institutions in planning 
and implementing a Community Based Primary Health Care project. 


2. The Community Based Primary Health <aré project. 


In a Community Based Primary Heylth Care Project the services are provided in 
the community. The community takes active part in the activities of the 
project and the community is involved in the decision making process. 


In a hospital based Frimary Health Care programme the services are provided by 
the hospital in the community. There is no community participation or 
community is involved in the decision making process. 


For an effective Community Based Primary Health Care there should be. a 
referral hospital for the backup services. The CBPHC projects can bring down 
the morbidity, mortality and the fertility rates. This is more appropriate for 
a developing country like India where for most of the people in the rural 
areas the hospital services are not available. 


The essentials in this Community Based Primary Health Care are : 


This covers a definite population. It is necessary that this population is 
surveyed to know their problems. The people from the community are involved 
right from the begining. 


The care provided should be appropriate, low cost and acceptable to _ the 
community. This should be available at the closest possible distance from 


their homes. 
The priority is towards prevention promotion and maintenance of health. 


The institution or hospital works closely with the peripheral community based 
project. 


The community based project works with the Government and the other local 
agencies, traditional birth attendants and local practitioners to involve them 


in promoting health. 


A community based project should always link development to its ongoing health 
- activities. 
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2.1 Goals and Objectives. 


THE GOAL IS CHILD SURVIVAL 


For purposes of this programme, child survival is defined as Survival of live 


born children till 2 years of age. 


In order to achieve this goal we need to: 


(1) Ensure a “good start" by caring for the mother during pregnancy with 
special emphasis on her diet and immunization and education. 


(2) Ensure good nutrition so that the child can grow well and have the 
strength to fight infection. 


(3) Prevent diarrhoeal death with promotion and use of oral rehydration 
therapy. 


(4) Protect the child from the vaccine preventable diseases by immunization. 


(5) Encourage spacing between births so that the child can get the necessary 
food and attention. 


Children’s Lives Saved 
| Each Year by the Year 2000 if Child Survival 
Targets Are Met 


West Asia 
0.4 Million 


Southeast Asia 
and Pacific 
0.8 Million 


East Asia 
9.6 Million 


Central and 
South America 
0.7 Million 


South Asia 
4.4 Million 


Atrica 
4.7 Million 


you ensure every child born in your project area reaches his/her 2nd 


You will need to have a clearly defined set of activities to acheive this. 


For this you will have to know the various facts that have an impact on child 
survival. 


We will learn about these together. Once you have understood the facts you 


can then list specific activities which will help you to ensure child 
survival. 


For example - You will learn Family planning is essential for Child survival. 

Oral rehydration therapy can prevent most diarrhoel deaths. 

By implementing CHPHC, child survival can be ensured. However as a P.M. 

(Project Manager) you must have a clear idea of exactly what you want to 

achieve in your project area. 

YOU WILL BE RESPONSIBLE FOR WRITING SPECIFIC OBJECTIVES FOR YOUR OWN 

PROGRAMME. 

Examples of specific programme objectives are: 

(a) To have 30% of eligible couples using a method of contraception by the end 
of one year. 


(b) To immunize 50% of children against TB, DPT by the end of one year 

(c) To have less than 2% of children below 5 years suffering from 3rd degree 
malnutrition. 

NOTE THAT 

Programme objectives given above are: 

1) SPECIFIC - i.e. address a specific problem. 

2) RELATED to problem 
a specific segment of population. 


3) MEASURABLE - 30% of eligible couples so that you know the exact 
performance expected. 


4) TIME BOUND - at the end of one year ~ so you are clear as to the time 
in which to complete the expected performance. 


5) FEASIBLE - i.e. can be achieved with the available resources. 
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2.2 Design - Organisational chart 


by definition based in the 


The community based health care project is system as 


community. It provides health care services within a three tier 


follows: 


——— Third Tier 
rer eee 


PIES 

\ ‘Be Z re 
z ru . 
—* 


Ly . ) COMHRUNITY First tier 
CHV 


First tier: The Community Health Volunteer, (CHV) a locally resident woman, 
selected by the community and trained to deliver primarily a set of health 
promotive services. One such person per approximately 1000 population 
(1:1000). 


Second Tier: Sub-centre, health centre or primary health unit with 1 full 
time staff called Field Supervisor or Multipurpose Health Worker (FS) One 
such unit per 5,000 population. 


The FS: One male and one female, could be ANM“s, multipurpose health workers 
or other locally and appropriately trained personnel. The Field Supervisors 
are responsible for the training, supervision and Support of the CHVS and to 
responsible for one sub centre. 

Third Tier: The hospital 


The staff of the hospital should visit regularly and Support the field workers 
and the health programme. 


People from the community will be referred to the hospital for specialised 
Curative care and appropriate family planning and delivery services. 


2.3 Service: The services provided by the programme includes, 


1. Antenatal care - using locally trained midwives whenever possible. 
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2. Care of children in the first 2 years of life ensuring 
i) Adequate immunization coverage 


ii) Nutrition education for mother, family and community so as to have 
good growth of children. 


iii) Adequate education in community and for mother on oral rehydration in 
the treatment of diarrhoea and dehydration. 


3. Family planning services - offering variety of options for the community, 
both temporary and permanent method. 


4. Health and Nutrition education. 


5. Simple low cost curative health care services - using local herbs, systems 
and indigenous practioner’s practices where possible. 


6. Special health care for local needs - TB, Leprosy, environmental 
sanitation, blindness prevention, etc. 


2.4 Functioning of the Programme: 
The CHV is the main link with the community and the health team. 


As she performs her daily tasks she becomes the first point of contact between 
the system and the community; therefore her role is crucial. 


You will need feed back from the CHV for planning and implementation of 
specific programme. e.g. There is no point in planning an immunization 
programme on the “festival” day. 


CHV is a part time worker, yet she needs to know her community, visit her 
community regularly, collect information on the prioritised families and 
report to FS. She should focus her work on health education in promoting and 
maintaining the health of the people in the community. 


The diary she maintains will be the major source of information used in 
reporting the progress of the work. 


The field supervisors main responsibility is to support and monitor the work 
of the CHV. 


By rotation, Field supervisor stays at the sub centre and visits’ the 
communities he/she is responsible for. His/Her main job during these visits is 
to support and encourage the CHV, check to see if required events such as 
births, deaths, have been recorded, pregnant women identified and to document 


these in her register. 


All staff will have a monthly meeting where progress is shared problems 
discussed and reports written and plans made for next month. 
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2.4 FIONA - is one of the strategies for child survival. 


F - Family Welfare 


- play a crucial role in child survival 
- DELAYING THE BIRTH OF THE NEXT CHILD 
of children are just as important as imunization in 


of children. 


as well as limiting the number 
saving the lives 


I - Immunizations: 


Protection against 6 major diseases can prevent unnecessary child 


deaths. 
In India - EACH YEAR 


2,30,280 die of neonatal tetanus (0 - 1 month of age) 


200,000 die of measles. 


2000 die of polio. 


0 - Oral Rehydration Therapy: 


- 1.5 million children under 5 years die EACH YEAR of diarrhoea. 60 - 
70% of these children die of DEHYDRATION 


- These deaths can be prevented by prompt use of Oral Rehydration 
Therapy. 
N- Nutrition: 


- Only 15% of children below 5 yrs have normal nutrition i.e. 85% 
suffer from MALNUTRITION. 


- 50% of women of low socio-economic group are anaemic. 
~ Much of this can be prevented by simple nutrition education. 
- The new born children should be given the first milk (Colostrum) 


which protects babies from diseases. Breast fed children are healthy, 
suffer from less episodes of diarrhoeal diseases. 


A= Vit: & prophylaxis: 
- 30,000 children g0 blind each year due to Vit A deficiency. 


- THIS FORM OF BLINDNESS IS TOTALLY PREVENTA 
BLE b ivi V 
education about foods rich in this Vitamin. y Siving Vit <A _ and 
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2.5 


2.6 


Working with Government and other agencies. 
Work with Government agencies wherever possible. 


This means you should preferably get government approval to work in your 
community. 


sah ogg your staff to cooperate and work along with government field 
staff. 


You should be familiar with district development programmes (through the 
block development officer) which are going on in your area - get to know 
what procedures are required to obtain resources. 


Make contacts with other departments, go to their offices, meet their 
staff, get to know them and find out what their responsibilities are: 
e.g. department of education, department of social welfare. 


Utilise the resources of the anganwadi centre if one exist in your area. 
= many cases vaccines can be procured directly from the District Health 
Officer. 


How to share this knowledge with your co-workers? 


Once your team is selected, meet with- all your co-workers to explain the 
overall goals of the programme. 


Make sure each worker is aware of his/her role, responsibilities and 
relationships with the co-workers. Use the diagram of organisation to 
explain this. 


- You may begin by initiating a discussion regarding accessability of 
health facility, affordibility of treatment modalities, difficulties in 
the existing health delivery system. 


- EXPLAIN the Community Based Primary Health Care approach as a_ resource 
available in the community with back up and referral services at the 
subcentre and hospital. 


— SHARE the overall goal of the project i.e. child survival. 


- EXPLAIN the means of ensuring child survival through the services the 
project will provide - FIONA. 


-~ EXPLAIN each worker~s role and responsibility in the delivery of the 
services; discuss the job description and the role separately with Field 


Supervisors and CHVs. 


- SHARE your role and responsibilities as manager of the programme. 
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2 2.7 SUMMARY: 


She is supported in her job by the Field Supervisor. 
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The Community Based Primary Health Care Programme is a three tier 
health care delivery. 


The CHV is the main provider of services in the community. 
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‘SECTION IL 


PROGRAMMES FOR CHILN SURVIVAL 


1. POPULATION EDUCATION 

9. FAMILY PLANNING 

3. REPRODUCTION 

4. CONTRACEPTIVE METHODS 

§. VACCINE PREVENTABLE DISEASES AND IMMUNIZATION 
6. DIARRHOEA AND ORAL REHYDRATION THERAPY 

7. MALNUTRITION AND NUTRITLON EDUCATION 


8. PREVENTABLE BLINDNESS AND VITAMIN A 


POPULATION EDUCATION 


1. What is population education? 


(i) 


(ii) 


(iii) Preparing people 


Developing peoples awarness and understanding of population problems 
especially those faced by the family and community. 


Influencing people to change their attitudes, by realising their own 


responsibilities so that they can better deal with population 
problems. 


Population in billions 5.1 
Present and stabilized at 2100 AD : 
aa HME Latin Africa Asia Be 
= America 26 25 


DEVELOPING 
WORLD 


Population in millions 


MRR omic. 1987 
(C) +2020A0 0.36 


People, 17 Earthwatch p2 


to make sound decisions and change their behaviour 


on: 


age of marriage 

number of children to have 

movement from villages into cities 

use of natural resources, forest, water, etc 


+ ee + 
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2. Facts on the po 


YEAR (000 ) 


1901 238396 
1911 252093 
1921 251321 
1931 278977 
1941 318661 
1951 361088 
1961 439235 
1971 548160 


1981 685185 


In a Government of India publication entitled 


pulation of India. 


128385 
128546 
142930 
163685 
185528 
226293 
284049 


354398 


117353 
123708 
122775 
135789 
154690 
175560 
212942 
264111 


330787 


ae ee ee ee ee 
aaa 
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TRENDS IN POPULATION IN INDIA 1901 - 1981 


Sex Density % of Urban 
Ratio of popu- population 
(Female lation to total 
per 1000 per km population 
Males) square 
5 6 7 

972 V7 10.84 
964 82 10.29 
955 81 11.18 
950 90 11.99 
945 103 13.86 
946 117 5 re 
941 142 17.97 
930 177 19.91 
933 216 23.31 


bord \ 214 
Vk 
CIM |p 


Nn 


\} 
Pe 


"Population Problem of 


India', published in 1967 when the population of the country had al- 


ready increased by 13 million since 1961, 
this additional population there would be required: 


12,545,300 quintals more 
188,774,000 metres of more 
2,009,000 
1,026, 500 
3,U7Z, oUe 
4,000,000 
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more 
more 
more 
more 


it was calculated that cae! 


food 
cloth 
houses 
schools 
teachers 
jobs 


(3) PERCENTAGE DISTRIBUTION OF POPULATION BY AGE-GROUPS 1971 AND 1981 CENSUS 


ee 8 Somers os. 

Re em ee a 
yeste?____....___Persone Males Females Persons Males Females 

ere) (3) oo) 66) ae 
0-4 14.5 14.2 14.9 12.6 t2.3 12.9 
3-9 15.0 14.9 1S¢h 14.1 14.0 14.1 
10-14 12.5 1258 12.2 12.9 13.3 12.6 
5-19 3.7 8.9 8.4 9.6 9.9 9.4 
20-24 769 7.6 8.1 8.6 8.4 8.8 
25-29 7.4 ree 728 7.6 7.5 7.8 
30-34 6.6 6.4 6.8 6.4 6.3 6.5 
35-39 6.0 6.1 5.9 5.9 5.8 5.9 
40-44 Su2 5.3 5.0 5.1 5.3 5.3 
45-49 4.2 4.4 3.9 4.4 4.5 4.3 
50-54 3.7 3.9 3.6 3.8 4.0 3.6 
33-59 2.3 2.4 | 205 2.5 2-5 
60-64 2.6 2.6 2.6 eae AE | 207 
65-69 ins Lies a 1.4 1.4 ise 
70 + Zul 2.0 2.1 2.4 2.3 2.4 
All Ages 100.0 100.0 100.0 100.0 100.0 100.0 


* Excludes Assam and the figures are based on five percent sample data. 


Source: Registrar General of India 
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(1) 


(2) 
(3) 


(4) 


of the population cannot fully support 


DEPENDENCY: Since nearly half 
economically active to support them. 


themselves, they are dependent on the 


Young (0-15) + old (64 and above) is supported by people between 15 and 64 


years of age. 
MIGRATION: From villages to cities - note the increasing urbanisation. 
CROWDING: Note the increasing population density shown in the tables 


Note also increaing urbanisation resulting in overcrowded 
cities leading to serious problems such as poor sanitation and 
health, social problems etc. 


How does population affect our lives? 
BY DECREASING RESOURCES 


* destroyed forests - wood used for industry, housing, opening more land 
for agriculture, fuel 


* soil erosion - as a result of cutting forest; rich top soils are 
being washed away. 


* F : 
these lost soil are flowing into rivers often changing the course 


of these rivers and making the work of h 
arnassin th ; 
extremely difficult 8 ea 


Less land available for agriculture. 
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* Inadequate housing 


* movement from villages into cities 


The move to the cities 


7 = 100 million people living in the cities 
MORE 
DEVELOPED 
COUNTRIES 1975 ttt mt 
“The North”, 
2000 FLEEEETLELS in 


LESS 


ESE 97s RAE 
200 SARTRE ER RETA RIAL 


{WHO ‘BO, Rept Wid Hith p 234) (20) 


* fewer services and opportunities 


* more unemployment 


5. What can we do about population problems? 
* improve the income of families 


- population problems are not separate from other problems of life. 
- when family income improves people tend to have fewer children 


* limit family size 


- marry later 
- practice family planning. 
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FAMILY PLANNING 


THIS FAMILY HAS MANY CHILDREN. THIS FAMILY HAS FEW CHILDREN 


What is family planning? 
Family planning means 


- to decide the number of children a couple wants to have 

~ to decide on the interval between two pregancies 

— to use a suitable method to prevent an unwanted pregnancy 

-— to assist couples who have no children due to infertility - to have 
then. 


ADVANTAGES OF FAMILY PLANNING: 
1. For maternal and child health 


1.1. Prevents maternal weakness caused by frequent and repeated 
pregnancies 


1.2. Prevents infant weakness caused by interrupted breast feeding and 
decreased care by tired mother and arrival of the next child. 


1.3 Longer interval between pregnancies promotes healthly children 
because the mother has recuperated from the previous pregnancy. 


1.4 Weak mother and weak children are pre-disposed to many diseases. FP 
helps them stay healthy and strong. 


1.5. Mental health of the mother improves because she has less worries. 
Mental health of the child improves because he arrived when he was 
wanted hence cherished and loved. 


1.6. Both the mother and the child have a better chance to survive. 
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Why don’t parents plan their families? 


B 
* 


+ + e 


ecause of the following factors 

influence of our culture and the society in which we live 

our religious and personal beliefs 

level of education and knowledge 

level of family income 

knowledge of available methods and other resources such as follow up 
services and appropriate medical care 


Government approach and strategy 


As part of the new 20 Point Programme, the family welfare is to be pursued 
on a purely voluntary basis as a people’s own programme. Our approach is to 
promote responsible and planned parenthood through a well designed strategy 
salient features of which are :- 


i) Adoption of the “ Small Family Norm “ is decided by the couples on an 
entirely voluntary basis. 


ii) Intensified efforts are being made to spread awareness and information 
about the small family norm through more effective and imaginative use 
of multi-media and interpersonal communication channels for 
disseminating group-specific messages. 


iii) A wide choice of contraceptives is offered to eligible couples under 
the cafeteria approach, and supplies of contraceptives are being 
increased and arrangements are made to make them available at the door- 
steps of the acceptors. 


iv) The programme is an intergral part of planning for comprehensive 
development which covers correlates of fertility. In this regard, 
operational linkages have been established with other development 
Ministries/Departments at Central, States and field levels. 


v) Facilities and efforts for rapid increase in female literacy are being 
continually expanded. 


vi) Population education is extended to youth in schools and colleges as 


well as to those out of school. It forms an important part in workers 
education and training programmes conducted by Government Agencies and 
the organised sector. 


vii) Elected representatives of the people at all levels, grass~root level 


organisations like Village Panchayats, Mahila Mandals, Youth Clubs and 
Voluntary Organisations, etc., are encouraged to participate in this 
programme. 


viii) Enforcement of the law relating to minimum age at marriage for girls 


and boys is vigorously persued. 


ix) Following an area _ specific approach, regions lagging behind in 


performance are given greater attention. 
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MYTHS AND RUMORS 


Children are Gifts of God” 


Children are an economic 
necesscity (to help in the field, 
watch the animals, take care of 
younger brothers and sisters). 


A man shows his masculinity 
(virility) by the number of 
children he has 


And more particularly because 
sons are required to perform the 
ceremonial rites at the death of 
the parents and also to continue 
the family name and inherit 
property. 


means he is castrated, and 
he becomes very weak. 


Women who practice family 
planning may die or become 
sick,and the methods do 

not always work so they will 
have children anyway. 


Family planning causes the 


Se es Sees ene 
_ 


which is a sin 


ne ie Dien en a nn ee 


—— oe 
SP a 
ae ee ae ee ee ee ee 


eee ee ee eee we 
eS Se De 
——— 


SLE SE EE OS AS SS SD AD SE SO A GD De Aan ee AOD nw wee <n <u come aus won 


— ae ee — ee me ee ee eae eae aero —- 
—— —_—— —_—— 


This is true, but it is all the more 
reason why they should be cared for 
properly. Today this can only be done if 


there are few children in the family. 


Again this is true, but this can only be 
done successfully if they are healthy and 
well fed. 


This belief is not based on any true 
scientific or physical fact. 


While it is true that sons can provide 
security for parents in old age, and can 
inherit and work the land, daughters are 
equally capable of providing such support 
if given equal opportunity and rights 


Traditional attitudes and laws regarding 
social role of daughters and women will 
need changes. 


Ce ae ae a See <a ee Se A SN Ss ee SO de DS Ae es Sel Geen Sms in ea <a ces i yams its 


See ae ae ae SL ae RS SA eo Es SO oe nes Sa Se ch sy ses sk cas eee od 


Male sterilization does not involve 
castration at all, and in almost all cases 
the man maintains his full strength and 
ability to work and continue to enjoy sex. 


While no family planning method is 100% 
safe and effective, for the most part they 


are effective if properly done and 
practiced. 


If family planning is practiced correctly 
the child is never conceived so there is no 
death involved, so it is not a sin. 


SA AS SY SS <A A ee SS Se cal es comm vite, LPS SS SD OD ae ee ae ee ee we we ee 
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REPRODUCTION 


A. Male reproductive system & its function — 


bladder __ sperm tuna 


urine canal The prostate gland makes the 


i - liqu: | | ot carries the sperm. 

penis or ~ 

male ia The testicles makethe ff). 

organ sperm, or microscopic 
cells with tails, that 

scrotum ofr — join with the eqa of a 

sac that holds woman and make her § \ 

the testicles pregnant 


This consists of : 
1) 2 glands called testicles 
2) 2 tubes called Vas Deferens 


3) 2 small bags called seminal vesicles. 


4) A gland called the “prostate” gland which surrounds the upper part 


the urethra. 


5) 2 other very small glands which are below the prostate. These are 
Cowpers gland. 


6) The Penis which containes a tube called urethra. The Penis is 
called the "male organ”. 


7) Externally, one sees the Penis and a bag which hangs under the penis. 
bag is called "Scrotum". The 2 glands called testicles are in this 
Part of the tubes called Vas Deferens is also in the Scrotum. 


Function of Various Parts of the Male Reproductive System 


of 


called 


also 


This 
bag. 


ou read the functions of the gale Baer oeert tvs system, you will realise 


‘Bat? many things are like the female reproductive system. 


AL 


l. 
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The Testicles 


The 2 glands called testicles produce the male eggs. This is called SPERM. 


They also produce hormones. 


The production of sperms starts by the age of 11 years. In the beginning 
the sperms are not mature. By the age of 16 a boy has mature sperms (male 


eggs). 
The tubes (Vas Deferens) 
These tubes carry the sperms to the two small bags where they are stored. 


The two small bags called seminal vesicles are for the storage of the 
sperms. They also produce a fluid. 


The prostate gland. 


This gland makes a fluid. The sperms need some way of moving forward to 
the vagina. The fluid made by the seminal vescicles and the Prostate make 
a fluid called "Semen" or “man’s fluid". 


The sperms get mixed in this fluid and can move easily to the vagina. 


The 2 small glands called the Cowpers gland also secrete tiny quantity of 
Fluid at the time of sexual intercourse, 


The Penis (the male organ) has two functions. Tt contains the tube called 
the urethra. The man passes his urine through the Urethra. The Penis is 
also the instrument that enters the vagina to deposit the sperms in the 
vagina. The penis has only one opening on the Outside. The male urine and 
the male sperms pass through the same opening. 


The bag called scrotum is for the protection of the Cesticles: tt alge 
Keeps the testicles at the right femperature, for the pro 


spern. 


Female reproductive System and its functtons 
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Female Reproductive system consists of (refer diagram) 


Two glands (called ovaries) 


Two tubes (called Fallopian tubes) they enter the womb, one on each side. 
The womb (called uterus) 

The vagina. 

The outer part of the female reproductive syste”. 


This is the part we can see. This has two “big lips", two "small Lies: ae 
small gland called clitoris and two openings. One opening is for passing 
urine and the other opening is the entrance to the vagina. The clitoris 
is situated above the opening for the urine and is wrapped in a fold of 
skin. (see diagram) 


In the lower part of the two “Big lips” are two other glands, one on each 
side. They cannot be seen. 


The female breasts are also considered a part of the female reproductive 
system. 


Functions of various parts of the 
Female Reproductive System 


The Ovaries 


These are the store houses for the female eggs. The eggs are present at 
birth but are not ripe. When a girl grows up the eggs begin to ripen. 
This happens between the age of 11-15 years. Once a month one egg ripens 
at a time and leaves the ovaries. Normally the Ovaries take turns to 


produce a ripe egg. 


The female egg is called “Ovum”. So the function of the ovaries is to 
ripen the female egg and release it. 


When the egg leaves the Ovaries we say “Ovulation” had taken place. 
Ovulation takes place about 14 days before the monthly period starts. The 
ovaries also produce certain secretion “Harmones”. 


The Fallopian Tubes 


The Fallopian tubes are for catching the egg. Whichever ovary produce the 
the tube on that side catches the egg and moves it forward. 
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3) 


The Uterus (The Womb) 


where the baby grows when pregnancy takes place. At 
ecm non of a young girl begins to produce ripe eggs the 
inside walls of the womb beging to prepare themselves for pregnancy by 
making a spongy layer. The womb has an opening in the vagina. ie ia 
called the “Cervix” or the mouth of the womb. 


the age 


The Vagina 


This is the way for the baby to get out. This is also the way that the 
blood comes out during the woman’s monthly periods. 


This is also the way by which man’s eggs enter the woman’s body to meet 
the female egg. 


The outer part of the female reproductive System which we can see is 
mainly for protection of the openings and the clitoris. The clitoris is a 
very sensitive little gland. It plays a part in making the sex relations 
enjoyable. 


The two glands in the lower part of the two big lips make tiny amount of a 
fluid which makes the vagina moist at the time of sexual relations. 


The female breasts produce milk for the baby. They also play some part in 
making the sex relations enjoyable. 


Menstrual cycle 


Up to the age of about 12 to 14 years, the ovaries are not mature and the 
girl is not capable of bearing a child. From the age of about 12 the 
ovary starts shedding an egg every month. From this age the uterus starts 
starts developing a thick lining which is meant to receive the egg if is 
it fertilized, by a sperm. If the egg is not fertilized, it is absorbed 
and the lining which is no longer required is shed alsong with some amount 
of bleeding. This happens every month and is know as the monthly period 
or menstrual cycle. 


oe CA Tyg 
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4. Conception —- 


The meeting of female egg(ovum) and male egg sperm is called pregnancy or 
conception 


How does conception take place? 


During intercourse the male inserts the penis into the vagian of the female 
and semen containing sperms are deposited in the vagina. From here the sperms 
move up into the uterus and tubes searching for an egg. If intercouse takes 
place at the time when the egg comes out of the ovary, the sperms can meet 
with the egg and can fertilize it. The fertilized egg is moved along the tube 
into the uterus where it buries itself into the thickened lining. The women is 
now said to have concieved or is pregnant. 


5. Contraception: 
5.1 Meaning - Contraception means to practise a method to prevent an unwanted 


pregnancy. 


Lee) 
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5-2 Pregnancy can be prevented if, 
(i) The sperm cannot reach the ovun. 
(ii) The ovum is not released each month by the woman 


(iii) The fertilized ovum cannot attach itself to the wall of the uterus. 


5-3 Contraceptive is the method used to prevent a pregnancy. 


5.4 The purpose of using a method can be: 


a- To postpone a pregnancy for some time - This is called “spacing”. 
This means that the couple wants a child but later. 


b. To prevent a pregnancy in future. This is clled "limitation". This 
means a couple does not want any more children. 
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CONTRACEPTIVE METHODS 


CONTRACEPTIVE METHODS FOR MEN 


1. Nirodh (condom) 


This is a thin rubber sheath which is used to cover the penis just 
intercourse so that spermatozoa are prevented from entering the vagina. 


Advantages 


Ts 


It is available free at the subcentre or from the male and 
health workers, or at little cost from local shops. 


before 


female 


ii. No examination by a doctor is required before using the nidrodh. 
iii. It is relatively simple to use. 
iv. There are usually no complications after use. 
v. It protects against the spread of sexually transmitted diseases. 
Limitations 
i. It may tear or slip off if not used properly. 
ii. Without self-discipline,it may not be used every time. 
iii. The supply may be inadequate or irregular. 
iv. It may interrupt intercourse because it has to be put on after erection. 


Instructions for the user 


7 


It must be fitted on the erect penis before intercourse by keeping the 


tip pressed between the fingers. 
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it is taken out of the vagina in 
ii irodh must be held carefully as 
ae ere avoid spilling seminal fluid into the vagina after intercourse. 


iii. A new nirodh should be used for each sex act. 


The used nirodh should not be thrown about indiscriminately but it 


iv. 
should be wrapped in paper and thrown in the dustbin. 


Tf this method is selected by a couple, give them a sufficient number of 
airodh and inform the Field Supervisor (Male) so that he can follow up the use 


of the method. 
2. Withdrawal (coitus interruptus) 


~ 


If the couple do not accept any other temporary method of contraception and 
‘do not wish to undergo sterilization, the husband can be advised to use the 
withdrawal method. In this method the penis is withdrawn from the vagina 
just before ejaculation. 
Advantages 
i. No devices are necessary 
ii. No cost is involved 
iii. No prior medical examination is required 
Limitations 
i. It is unreliable as a contraceptive method 


ii. It can cause psychological disturbances in either the man or the woman 


iii. The sexual act is interrupted. 


Vasectomy: 


This is an Operation done on men and consists in cutting and tying the two 
tubes (vas deferens) that carry sperm from the testes. When the operation has 


been done, fertilization of the woman’s ova is no longer possible Since no 
Spermatozoa can reach the vagina. 


Advantages: 


i. It does not require hospitalization 
ii. It does not in any way interfere with sexual desire or intercourse. 
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Vasectomy (front view) Vasectomy (side view’) 


Limitations: 


Ds The results of the operation can usually be reversed by recanalization, 
but this is not always successful. Hence, careful selection of men for 
this operation is necessary. 


ii. Nirodh will have to be used during the first twelve ejaculations after 
the operation or until the laboratory test confirms that spermatozoa are 
no longer present in the semen. 


VASECTOMY IS A SIMPLE, SAFE AND PERMANENT METHOD OF FAMILY PLANNING FOR 
THE MAN. 


Common fears and doubts about vasectomy: 


Although vasectomy has been proven to be a safe and simple procedure, many men 
have certain fears and doubts about the operation. Their main fears are 


usually related to the following: 


i. The harmful effects that they think it will have on their sexual function 
ii. The pain and discomfort connected with the procedure. 

iii. The effect it will have on their ability to work. 

iv. The physical risk of the operation. 


You must assist the Field Supervisor and CHVs in reducing such fears and 
doubts particularly among women who fear that the husband will become impotent 


after the operation. 
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Points for emphasis regarding vasectomy: 


(1) 


(2) 


(3) 


(4) 


(5) 


(6) 


(7) 


simple procedure that can be done by the doctor in 10° ¢@..35 


a eee The man can go home within a short while after the operation. 


minutes. 


The procedure consists in cutting and tying the tubes that carry the 
spermatozoa to the penis so that the sperms cannot be released during 


intercourse. 


Vasectomy is not the same as castration which is done to animals. The 
testes are not touched or removed so that a man who has had a vasectomy 
done will not become obese, and will not have any change in his’ sexual 
desire or in his ability to carry out sexual intercourse or his usual 


type of work. 


It is the method of choice for men who do not want any more children 
since it is a permanent method of contraception. 


It is always done free of charge by specially trained doctors at the 


Primary health Centre or in a central place or camp which is temporarily 
set up. It is done in your institution too. Find out from the doctors. 


Follow-up services are provided for acceptors. The Field Supervisor and 
CHVs will visit the man in his home after vasectomy and medical care and 
free medicines from the doctor at the sub centre will be availabe if 
needed. 


Incentives for acceptors as well as for motivators are available. These 
incentives vary from State to State. Find out what incentives and 
compensation payments are available in your state for persons undergoing 
vasectomy and what incentives are availiable for motivators, so that you 
can give the community this information. 
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CHILD SPACING: 


A father and his son were planting corn. the son asked his father why the 
corn wasnot planted closer together in order to obtain more per hectare. the 
father explained that if there is space between the plants, they grow stronger 


and healthier and produce more grain. Can you see the relationship between 
little corn plants and children? 


TOO CROWDED WELL SPACED 


% 
2s 


They grow healthy and sirong. 


SPACING A PREGNANCY CAN PROTECT THE HEALTH OF THE MOTHER AND HER CHILD 
BECAUSE: 


i) She is less likely to have serious complications of pregnancy. 
ii) She is less likely to produce a weak, low birth weight baby. 


iii) She will have more time and energy to care for the baby and for other 
children. 


iv) The time interval between pregnancies will help her body to recover 
from the burden of child bearing. 


SPACING BIRTHS: REDUCES DEATHS 


Bangladesh: World Fertility Survey. Rutstein "62 


Toddler 


Infant Child 


Spacing Deaths Deaths Deaths 
between 11000 births 11000 alive 11000 alive 
birth O- Ist. 


1 st..2nd. 2nd. 4th 
birthday birthday 


birthday 


Bee 


Less than 2 years 


2-4 years 
ra) 
7 ovet 4 years 
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TEMPORARY METHODS FOR WOMEN: 


1. ORAL PILLS 


* Oral pills usually contain two hormones which are normally produced 
by the ovary. The ovaries produce the female egg when the amount 
of hormone in the body is at a certain level. If this amount is 
increased the ovaries do not produce the egg. 


ORAL CONTRACEPTIVE PILLS - 
Contain estrogen and 
progestin (these are 
chemical hormones), which 
prevent the ovaries from 
releasing an egg each 
month. 


* so when the woman takes one pill (hormones) évery day the hormones 
in the body are increased. And therefore the ovaries do not 
produce the egg. 

* The pills must be taken on a prescribed monthly schedule to be 
effective and are supplied ina package. Each contain 28 pills. 


Effectiveness: if reqularly taken it is 100% reliable. 


Advantages: 
* It is an effective method 


* There is no interferance with the sex act 


* whenever pregnancy is wanted it can be discontinued. 
Limitation:- 
Fait aad 
* side effects may occur i.e. nausea, headache, bleeding between 
menstrual periods or increase in weight. 
* 


If requires to be taken daily. If a women forgets to take it on any 
day she is likely to get pregnant that month. 
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Contraindications: 


+e ee Fe He eH HF HF F 


pregnancy 
high blood pressure, thrombosis varicose veins (blood clots in legs) 
jaundice during the past 6 months. 


severe one — sided headache (migraine) 
breast feeding 

epilepsy or Fits 

thyroid disease (swelling in the neck) 
diabetes 

lump in the breast. 

previous stroke or Heart attack 


Selection of clientile: 


Oral pills are suitable for: 


* 


* 


* 


a newly married couple who wish to delay starting a family. 


a mother with one or two living children who wants to space her next 
pregnancy 


a woman who is capable of taking the tablets regularly. 


Administration (Instructions for use) 


* 


The first tablet is taken by mouth on the 5th day of the menstrual 
cycle (counting the first day of bleeding as No.1). Take tablet from 
the pocket marked as start. 


Then take one tablet a day in the order indicated by the arrows on 
the pack till all tablets are consumed. 


The new pack is started the very next day. 


Tablets should be taken every day at a fixed tiwe, preferably before 
going to sleep. 


If she forgets one pill she should take it as soon as she remembers. 
This means if she forgot it in the morning she can take it in the 
afternoon or the evening. But if she forgot it “yesterday” then she 
should take 2 to-day i.e. one for yesterday and one for to-day. 


If she forgets on 2 days and remembers it on the third day. She 
should take 2 on the day she remembers and two the next, so that she 


will finish the packet on the right time. 
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Follow-up: 


lst visit within 2 weeks after being put on the pills. 


(1) Enquire if woman had any problems 
(4i) Treat minor ailments and reassure 


(iii) Make sure she has no serious complaints (cramp, pain & swelling 


in the legs, chest pain severe headache) 
(iv) Make sure she is taking the pills as instructed. 


2nd visit 


- one month after she has been put cn the pills. 
- Enquire if woman had any problems 
- Make sure she is taking the pills as instructed. 


- give another months supply. 


3rd and subsequent visits 


- continue to revise instructions. 
- check for minor ailments; reassure 


- may give 3 months supply 
- emphasise that she must be examined every six months while on 


pill. 
A WOMAN WHO IS SATISFIED WITH THE PILL SHOULD BE REQUESTED. 


- to motivate others to use the pill 
- to participate in family planning promotional activities. 


1. THE IUCD 


1.1 What is an IUCD? 


the: 


It is an object which is placed inside the womb of a woman by a trained 


person (doctor, nurse, midwife etc.) to prevent an unwanted pregnancy. 
comes in many shapes (see below) 


1.2 What is it made of? 


There are many types of IUCDs made with different materials but 
ones commonly used in our country are either made of special plastic 


it 


the 
or 


plastic with a little bit of copper. They have a thread tied to their end. 


1.3. The thread and its purpose; 


The thread which is tied to the IUCD is not all pushed into the womb. 


Part of it remains in the vagina. The thrend is for 2 purposes. 


The 


presence of the thread in the vagina is a sign of the presences of the IUCD 
in the womb and also when the woman wants to have a baby, the doctor or the 
midwife can hold the thread with a soecial instruments and remove the IUCD 


easily. 
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IUCDs in Common use 


Multiload 


Those made of special plastic are: 
(a) Copper T - most commonly used now 


(bo) Gar = 2 — Coil 


There are many others but you will probably never see them because our clinics 
do not have then. If you see a new type of IUCD ask the doctor to explain 


about it to you. 

Mechanism of action 

Possibly by altering the lining of the wombs. 
Effectiveness: 98% reliable. 

Advantages of IUCD: 


2.1 Inexpensive 

2.2 No daily effort required 

2.3 Does not require frequent visits to the clinic 

2.4 Can be easily removed when the woman wants to become pregnant 
2.5 Can stay in the womb for many years without any side effects. 


Limitations: 


i) There may be some bleeding or pain during the first few days after 
insertion. This is usually temporary. 


ii) The first two or three periods may be longer in duration and the bleeding 


may be more. 
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This is called expulsion. So 
device may come out spontaneoulsy. 
ess - ted sed check the threads attached to the IUCD each month usually 


after the menstrual period. 


iv) An examination by the doctor, at least once a year, is necessary. 


v) The IUCD cannot be used in the presence of certain gynaecological 


conditions. 


The intra-uterine device ia inserted into the uterus by means of a_ special 
applicator made of polyethylene. 


Contraindications: 
- IUCD is not suitable for a woman if - 
- she has vaginal bleeding between periods 


- she bleeds more than normal during her monthly periods or if her periods are 
very painful. 


— there is any infection in the vagina or the womb or the tubes which bring, 
the egg from the ovaries to the womb - vaginal discharge, pain. 


~ had an operation on her womb recently, for the birth of a baby. She has to 
wait for 3 months. 


— Cancer of any part of the womb. 
—- Pregnancy known or suspected 


~ history of previous ectopic pregnancy (pregnancy occuring in any place other 
than womb.) 


Note: Previously if a woman had not had a baby, she could not have an IUCD. 
But now there are special IUCDs for such women. 
PREPARATION OF THE WOMEN BEFORE INSERTION 


A mother who has decided to have an IUCD or has been advised to have an IUCD 
should be shown what it looks like and where it stays in the womb. 


Some mothers already know. Find out first. 
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If she does not know, show her the actual IUCD and a model or a picture of the 
womb with the IUCD in. 


If your clinic does not have a model or any pictures you can show her the 
pictures in this hand book. 


ASK if she has any questions. If she keeps silent, encourage her by saying 
something like “Please feel free to ask if you have any questions”, or “I hope 
you are not worried or afraid." 


When she asks questions listen carefully and answer her questions to the best 
of your ability. 


Mothers Fears 


IUCD is something external entering the woman’s body. Many others are afraid 
of the IUCD because they have heard a lot of stories about it. Most of these 
stories are based on wrong or exaggerated information given to them by other 
women who had heard from somewhere. But sometimes what they hear is true but 
rare. This they do not know. They think it can happen to every one e.g., 
pregnancy with the IUCD inside the womb. 


LET the mother express her fears. Some of her fears will make you laugh but 
of-course you should never laugh. 


Remember that she has a reason to feel afraid, and that some are genuine 
fears. 


RESPECT all her fears. Listen patiently. Give simple but honest answers. A 
good way to remove these fears is to use the same method for giving “correct” 
information by which she received the wrong information i.e., let her talk to 
one or two mothers who have the IUCD in and are very happy with it. 


a7 


ome questions about the IUCD most commonly 
asked by the mothers. Not all the mothers will ask you all these’ questions. 
Some might ask one or two, some might ask more. This long list is to help you 
become familiar with different questions and their truthful answers. 


In the following pages there are $s 


each question is based-on certain amount of doubt or fear. Your 


REMEMBER, erte 
duty is to help in clarifying mother’s doubts and in removing or atleast 
minimising her fears. 


You must always be gentle, polite and look unhurried. This encourages’ the 


mother to ask questions. 


With each question there is a suggested answer/approach. You may use any 


words as long you convey the correct information. 


ton wore a: se esitntoiq vas to Debs 

Vs ae EFFECTIVENESS OF DIFFERENT FORMS OF BIRTH CONTROL 

sedate HL > | on the average this many __|and this many must lor 
eX omen “using” are likely: to get pregnant’ |should) stop the method 

In spite'of the method %*. . | because of problems. 


a = 


STERILIZATION 


__ | SPONGE 
: od RHYSHM- 


58 


COUNSELLING FOR IUCD 


Questions 


Will it hurt to have the Copper T 
put in? 


Does it hurt afterwards? 


Will it hurt my husband? 


My friend had the Coppr T 

(or) 
I heard a woman had the Copper T 
and she became pregnant. 


What happens to the baby? 


I mean when a woman becomes 
pregnant with the Copper T. 
Will it hurt the baby like it 
might go through his eyes? 


Will it fall out if I carry 
something heavy? 


I want more children. I hope 
this Copper T will not make me 
sterile. 


- Your answer / approach iyo fk soe 


No it does not hurt. hacia ISQIOuU 34 
You will feel a little “pinch” when the 
doctor holds the neck of your womb. Apart 
from that you will feel very’ little pain - 
just a bit of discomfort for one or’ two 
minutes. Very rarely there is a bit of 
gripe like pain afterwards but it does not 
last. 


Some women feel nothing at all. 

Some women get a dull back ache before or 
during the periods or some lower abdominal 
discomfort but these usually go away 
within 2-3 months. 


No. It will not hurt your husband because 
the Copper T is in the womb. Only the 
thread is in the vagina. Since the thread 
is wet all the time it is very soft. Your 
husband should not feel it at all. 


Yes. It is possible but it is not common. 
If 100 women have the IUCD in for one year 
it is possible that only one or two will 
become pregnant. 


(This question has many meanings find 
out what is on her mind) What do you 
exactly mean by that ? 


No, it does not hurt the baby in any way 
because as you know the baby is in a _ bag 
full of water and the Copper T is outside 
the bag. The Copper T cannot touch the 
baby. It comes out with the “afterbirth”. 


A Copper T can sometimes fall out but not 
by carrying heavy things. The falling out 
has no connection with your ‘doing heavy 
work. 


No. The Copper T will not make you 
sterile. When you feel you want to become 
pregnant, the doctor will take it out for 
you. 
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Will it hurt when the doctor 
takes it out? 


I hear from somewhere that 
the Copper T causes cancer. 


People talk or I don’t remember 
Some body I met in a friends 
house etc. 


I heard that one women had a lot 
of bleeding and the doctor 
took her .Copper T out. 


Can it go up into my stomach 


No. Not at all. You will not feel any 
thing. 


Who told you that? 


You are a sensible woman let me ask you a 
question ? 

Would a doctor put in the Copper T knowing 
that it will cause cancer : Or would the 
Ministry of Health let the Copper Ts come 
into the country if it caused cancer ? 


or 


I would suggest that if you have any 

questions about health please ask a 

doctor or a nurse. 

I assure you the Copper T does not cause 

cancer. Millions of women have the Copper T 
in and are quite happy with it. 


Yes. It is possible. Usually a woman's 
body takes 2 to 3 months to get used to 
the Copper T. Some bodies do not get used 
to it and the Copper T has to be taken 
out. (you may add) You see the thing is 
that hundreds of women in our coutry have 
Copper Ts. They are perfectly satisfied. 
These women never talk about it thac is 
why you seldom hear about many many 200d 
things of the Copper T. If one women has a 
problem she talks about it to ten or 
twenty other women. Then they talk to a 
few more ana wthin 2-3 days the whole 
village knowns about this one unusual case 
but no one knows about the hundreds of 
women who have no problem with the IUCD. 
That is why you only hear about the 
complicated cases. 


Let me show you what your womb looks like. 
(Show model or picture) You see your womb 
is not connected to your stomach. These 
are two sepactate bags and have no 
connecting pipe. The IUCD cannot go to 
your stomach. 
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How long can I keep it in? The Copper T that you are getting can stay 
in as long as you like. 
(In case of copper T) 


The Copper T that you are getting has to 
be changed after 3 years. 


When,you get the Copper T your first check 
How often do I have come for up is after one month. The next check-up 
a check up? is after 6 months and then once a year. 
But if you have any problems you are 
welcome anytime. 


Note: After a mother You may add. 
finishes asking Do please ask if you have any more 
questions. questions If I do not know the answer I 


will find out from the doctor 


ee em oe oe oe me ee we wo ee we ee we ww re we wm ee ew ww ee ee ee ee we we 0 te ee en ee ea eae a a ee eee ee ee ee 


Intructions following insertion: 
After a woman has had an IUCD inserted, explain to her that: 


i) she may have slight pain in the abdomen for a few days; 

ii) there may be slight bleeding for a few days; 

iii)the next menstrual period may be heavier than usual; 

iv) the Copper T may be expelled spontaneously and if this occurs she should 
inform you; 

v) if she has any problems such as severe pain, heavy bleeding or vaginal 
discharge, she should return to the clinic for treatment; 

vi) she can have sexual intercourse any time after insertion of the Copper T 
without using any other contraceptive; 

vii)she can carry out her usual work after insertion of the Copper T. 


FIND OUT WHAT INCENTIVES ARE AVAILABLE IN YOUR STATE FOR IUCD ACCEPTORS 
AND INFORM THE WOMAN ABOUT THESE BENEFITS. 


Follow-up of women inserted with an IUCD 


It is important that you should follow up all those women in whom an IUCD has 
been inserted. Some of them have mild symptoms which merely need simple 
treatment and assurance. Others have more serious side-effects for which 
they must be referred to a doctor. A satisfied IUCD user can be very helpful 
in motivating her relatives and neighbours to accept the method, whereas a 
woman who is dissatisfied with the method can spread alarm among all the women 
in her village so that none of them will be prepared to accept the IUCD. 


The schedule of visits at home or at the clinic should be as folows: 
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Ist visit (Home visit) - Within three days after the IUCD is inserted: 


i) Ask her how she is feeling. 
ii) Enquire is she has any pain or bleeding. 
iii) Provide teatment if the symptoms are mild. 


iv) Reassure her. 
v) Refer her to the sub centre if she has: 


(a) Severe pain. 
(b) Heavy bleeding. 


2nd visit (Home visit) - After the menstrual period: 


i) Identify & treat minor symptoms give iron and folate tablets one twice 


daily 
ii) Reassure her 
iii) Refer her to the subcentre if she has: 
(a) Fever 38 degree Centigrade or above 
(b) Foul smelling vaginal discharge 
(c) Severe bleeding 
(d) Severe abdominal pain 


3rd visit (clinic visit) and subsequent visits - At least once in three 
months: 


i) Enquire about her last menstrual period: 


(a) whether it occured at the expected time; 
(b) whether it was more prolonged than usual; 
(c) whether it was accompanied by pain. 


ii) Ask her whether she has noticed if the Copper T has been expelled. 

iii) Identify and treat minor ailments. Give iron and folate tablets one 
twice daily 

iv) Encourage her to continue using the IUCD. 

v) Ask her to motivate others to have an IUCD inserted. 

vi) If she has any serious complaints such as prolonged or heavy bleeding, 
severe pain, or continuous vaginal discharge, in spite of treatment, 
refer her to the PHC. 


The likely side-effects which you may meet with are as follows: 


(1) Bleeding 

(2) Pain in the abdomen or low bakache 
(3) Vaginal discharge 

(4) Fever 


PROLONGED OR SEVERE BLEEDING, SEVERE PAIN AND VAGINAL DISCHARGE WITH FEVER 
ARE SERIOUS SYMPTOMS. THESE CASES MUST BE REFERRED PROMPTLY TO THE DOCTOR. 
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Side Effects and Complications of IUCD 


Side effect 


Your action 


Advice to the mother 


a 


Upto 3 months after 
insertion 


Heavy periods and/ 
or longer periods 


Spotting 
irregular 
bleeding 


Lower abdominal pain 
or discomfort 


Check date of insertion 

and ask. 

1. How many times did you 
change the pad(cloth) 
in one day before you 
had the IUCD and how 
many times after the 
IUCD. 


2. How many days did your 
periods last before 
IUCD and how many days 
do they last now. 


If she is changing 2-3 
more pads than before 
and/or her periods lasts 
1-2 days more,no treat- 
ment is required.Reassure 
her. 


check date of insertion. 
if less than 3 months. 
no treatment is needed. 


Reassure her. 


Check date of insertion. 
Ask the mother if it is 
bearable or she wants 
some medicines. 

If she wants some medicine 
give her Aspro or some~ 
thing similar available 
in the subcentre 
Reassure her. 

If she seems too worried, 
let her see the doctor. 
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Do not worry. 

You will have 2 or three 

heavy longer periods,then 

you body will get used to 
the Copper T and your 
period will become normal. 


Remember I told you this 
the day you got your Cop- 
per T But if the bleeding 
increases please come and 
see the doctor. 


I know it is a nuisance 
but it is harmless. 
Some woman get it. 


It will correct itself 
within 2-3 months. 
Do not worry. 


Do not worry. Some muthers 
get such pains but it goes 
away after 2-3 months. If 
it becomes too much take 
something like what y.ou 
would take when you have a 
headache 

Use a hot water bottle. 


If it bothers you a lot 
come back on the clinic day 
The doctor will be-here. 


ee ee ee ee ce es ce ree te ae ee ee ee ee ee ee a ee ee 


Vaginal discharge 


Falling out of IUCD 


2-3 days interval 
between the falling 
out of the IUCD and 
her next visit to 
the clinic. 


More than 3 days 
interval between 
the falling of 

the IUCD and her 
next appointment. 


More than 3 days 
interval between 
the falling out of 
the IUCD and next 
insertion. But an 
alternative cannot 
be provided by you. 


Check date of insertion. 

If less than two months 
then; No treatment required 
Reassure her. 


This happens sometimes. It 
Usually clears up after 

1 -2 months. 

Do not worry. 


Most mothers brings the IUCD 


with them if it falls out. 
If the mother has the 


skip the first question. 
ASK 


1. How do you know it fell 
out? 

2. When did it happen? 

3. Have you been with your 


husband since it fell out? 


4. Lf iG¢ufe04 .out 1-2 
days ago AND the mother has 
not slept with her husband 
OR if the mother is having 
a periods then the doctor 
might like to put another 
one immediately. 


Advice the mother to avoid 
sexual intercourse. 


If you are not allowed to 
do so then give condoms 


Advise purchase of condoms. 
Tell her you cannot give 
her anything and explain 
why? 

eg- Too late for the pill; 
OR Nothing else is avail- 
lable; 

OR Doctor is not here today. 
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IUCD 


"You better see the Doctor” 


"Please come back on the 
clinic day 
the doctor will be here”. 


You know with the IUCD 
out you might become 
pregnant. 


So please do not sleep with 
your husband until you have 
until the doctor. 


Nirodh is for your 
husband and your husband 
should use this for prote- 
ction, until you get IUCD. 
Otherwise you may become 
pregnant. 

“Please request your 
husband to buy some 
rubbers and use them until 
you get your next visit. 

I am very sorry I cannot 
give you something because 
(explain reason) 


eS Se ee ee ee oe ee ee ee ee oe ee ee ee ee ee 


Missed periods Make sure she is not Dont worry. You still have 


(possibility of mistaken about her dates. «++ Days to go. 
pregnancy) If you tell her. 
If no mistake refer her to Yes it seems your periods 
the doctor. are late. 


You better see the doctor. 


Tubectomy (tubal ligation) 


In India the term “tubectomy refers to the operation in which the fallopian 
tubes are ligated with or without cutting. This prevents the sperms from 
meeting the ovum so that conception cannot occur. 


The tubes are cut and tied ~ 


Note : Nothing is 
removed. 


Ovary 


The womh 
(The Uterus) 


Advantages: 


(i) After the operation has been performed, no further action is necessary by 
either the man or the woman for preventing conception. 


(ii) The operation can be done immediately after delivery in a hospital, or it 
can be carried out at the time of some other lower abdominal or vaginal 
operation, or at any other time convenient for the woman. 


(iii) The operation is done free of charge in a government hospital or Primary 
Health Centre. 


Limitations: 
i) The woman has to stay in hospital for about a week. 


ii) The results of the operation can be reversed by recanalization, but this is 
not always successful. 
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Your responsibilities will be as follows: 


(1) 
(2) 


To select and motivate women to undergo tubal ligation. 


To answer any questions and clear any doubts and misconceptions the 
comunity may have regarding tubal ligation. 


Selection of women for tubal ligation: 


The criteria for selecting women for tubal ligation are as follows: 


(1) 
(2) 


(3) 
(4) 
(5) 


(6) 
(7) 


48) 


(9) 


The husband should be living. 


The woman should not be below 20 years or above 44 years and she _ should 
still be having menstrual periods. 


The man should not be below 25 years nor should he be over 50 years old. 
The couple should have two or more living children. 

In cases where the are only two living children, the age of the youngest 
child should be two years or more. It must be ensured that the children 


are not suffering from any serious disease and that they have received all 
the necessary immunizations. 


The couple should preferably have at least one son. 


Unless the couple have been using contraceptives, the wife should have had 
her last delivery or abortion not more than five years previously. 


The couple should not want any more children and should understand the 
full implications of sterilization. 


Neither spouse should have undergone sterlizaion previously. 


GO HOME AND THINK ABOUT IT. BUT 
. REMEMBER, AFTER THE OPERATION YOu 
CAN NEVER HAVE MORE CHILDREN, 
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If o have any doubts as to the suitability of a woman for sterilization you 
can discuss this problem with you supervisor. The doctors at the PHC or those 


who conduct camps will do the final screening of women who will undergo tubal 
operation. ; 


Common questions, fears and doubts about tubal ligation. 


(1) Will I be conscious during the operation? 


(2) 


(3) 


(4) 


(5) 


(6) 


The type of anaesthesia given will vary from hospital to hospital. In some 
cases the woman is given a spinal injection or local anaesthesia so that 
she does not feel the pain but remains conscious during the operation. 
Other doctors perform the operation under general anaesthesia (either 


inhalation or injection so that the woman is not conscious during the 
operation. 


How long will I have to stay in the hospital? 


The woman will have to stay in hospital for about seven days, i-e., until 
the wound has healed and the stitches have been removed. 


Will I have any pain or discomfort during or after the operation? 


There will be no pain or discomfort during the operation. For the first 
few days after the opeation there will be some pain at the site of 
operation and some discomfort as with any other operation, but this will 
soon pass. 


How soon after the operation can I take a bath? 


Once the stitches are removed and the woman comes home after the operation, 
she can take a bath. 


For how long after the operation must I take rest? 


As in the case of other abdominal opeations, the woman can walk about with 
two or three days after the operation and after aboutl0 days she can do 
light work in the house. However, she should not carry heavy loads or do 
heavy manual work for at least three weeks following the operation. 


Incentives for acceptors as well as for motivators are available. These 
incentives vary from State to state. Find out what incentives and 
compensation payments are available in your state for persons undergoing 
vasectomy and what incentives are available for motivators, so that you can 
give the community this information. 
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HOW TO TEACH THESE LESSONS TO CHV’S 


Start by asking the CHVs how many pregnancies they have had and how many living 
children they have. 


ASK: Do people in your village like large or small families? 


Get 
than daughters, 


the CHVs to talk about local attitudes to family size, sons rather 
spacing of pregnancies, how having children affects the 


status of women, etc. 


ASK: What are the disadvantages of having too many children? 


Answer: 
ts It is more expensive to feed and clothe a large family. 
2 The mother can°t look after all the children properly so the 
children get neglected. 
a The mother becomes weak through frequent pregnancies so there is 
more risk of her having weak babies. 
4, Weak and neglected children get sick and die more often than well- 
cared for children. 
5. Already many people in India cannot get work. Large families mean 
more people without jobs and less food for every one. 
DISCUSS: How can we change peoples attitudes so that they will be happy to 
have just one or two children? 
Give the CHVs time to think and talk through conflicts betwen their 
present attitudes and the new attitudes you would like them to have. 
Do not rush them or force new ideas on them. Allow them time-even 
if it takes weeks or months - to accept for themselves that small 
families are best. 
EXPLAIN: There are various ways to avoid having too many children. Parents 


can decide to space their families so that there is a gap of 3 or 
more years between births. Ways of spacing births are: 


1. Condom 

2. Copper T 

3. The Pill 

4. i hi together only during the safe period of the 
month. 
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SHOW: 


EXPLAIN: 


Samples of condom, Copper T, and the pill. 
Explain: the advantages and disadvantages of each: 


Condom: Easy to use, but man may not like wearing it, and it 
sometimes bursts so is not completely safe. 


‘Copper T: needs a doctor or nurse to put it in, but once in it 


gives little trouble. Sometimes it causes a bit of 
pain at first and heavier periods for a few months. 


The Pill: very easy to take but also easy to forget. 


Causes blood-clotting and blood pressure problems in some women 
so need for regular check-ups. 


Sleeping together only during safe period of each month is 
not a very good method and often fails, but it costs nothing and 
is beter than no method at all. 


Is anyone in your village using any of these methods of family 
planning? Which method is most popular? Why? 


(Find out from the CHVs what village people think of the various 
methods of family planning and why they prefer one to another. 
This will help you to know what to emphasise in your teaching and 
how to correct wrong ideas they may have.) 


Family planning do not make a person weak or in any way spoil 
their ability to have sex. In fact, they will enjoy sex more 
because they do not have the fear of unwanted pregnancies. 


It is important to realise, however, that after vasectomy a man 
may shed sperm for another 3 months so he should use a _ condom 
during this time. After 3 months it is safe for him to _ stop 
using a condon. 


After tubectomy it is immediately safe for the couple to have 
sex. 
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IMMUNIZATION 


Some important vaccine preventable diseases in children are: 
- Tuberculosis 

- Diphtheria 

- Whooping cough 

- Tetanus 

- Measles 

~- Polio 


1. Importance of Immunizations:- 
What is immunity? 
It is the strength of the body of fight against infections. 
1.1 PREVENTION OF DEATH AND DISABILITY : 


An analysis of data from 1981 sample survey shows that nearly 230-280 
thousand infants die within the first month of life from neonatal 
tetanus a disease totally preventable by immunizing pregnant mothers 
against tetanus. The annual mortality of children in India from polio 
is about 2000. Polio is the major cause of lameness among children - 
again both death and disability can be prevented by effective Polio 
Immunization Measles is also a major killer 200,000 children die each 
year from this disease. Measles vaccine can prevent thes we deaths. 


WHICH 
immunizations 
should 

children have ? 


‘EVERY CHILD /f - 


should be protected against the BIG 6 


1. TUBERCULOSIS 4. TETANUS 
2. DIPHTHERIA S. MEASLES 
3. WHOOPING COUGH 6. POLIO 


1.2 OF ALL HEALTH SERVICES IMMUNIZATION IS THE MOST COST EFFECTIVE: 


The cost of immunization one infant (9-12 months) is estimated to be 
under Rs. 60/- year; (compare this with the cost of treating a single 
case of any one of these six preventable diseases e.g. the cost of 
treating a single case of tetanus is several thousand rupees. 
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2. Government Policy on Immunization: 


* a 
EPL Expanded programme of Immunization was started in India in 1978 
with the objective of reducing the morbidity and mortality due to 
diphtheria, pertussis, tetanus, poliomyelitis and Typhoid. 


* Universal Immunization by 1990 


Vaceine services are proposed to be made available to all eligible 
children and pregnant women by 1990. It is proposed to include measles 
in the EPI during the 7th plan (1985-1990). 


* Present status: % of one year old children fully immunised 


(4962-19835) 


TB DPT POLIO MEASLES 


18 39 18 - 
Source : State of the worlds children 1985-UNICEF. 


The National Health Policy has set the following specific targets for the 
programme of Universal Immunization by 1990. 


ee ee es es ae ee a ee <a as a he ee ae a ce Sa ee a ae a ee ae es ee ee nS eee eee -—— 


Vaccine Target Immunization status 
% population 1990 


em me a se a a a a ae a a a a eee eoreereereewerewmreemrweewreeeeeeeeeeeee a me mee ee ee ee ee ee ee ee eee ee ee ee ae ee eee ee 


DPT Infants 85 
Polio 85 
BCG : 80 
ely y Pregnant women 100 
TT School children 
10-16 yrs 100 
DIT (Diphtheria New School entrants 
tetanus) 5-6 yrs 85 
Typhoid 5: 85 


Source: Towards Universal Immunization 1990 - Ministry of wealth and 
Family Welfare, Government of India New Delhi - 1985. 
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3. Dosage schedule 


3.1 Recommended Government schedule of immunization for children 


SL SS SS SS SD SS eS eS a ee mS ae 
ce ee ee ee eS 
ee ee ee ee ee ee ee ee 


Age Immunization 
At birth or as soon as BCG vaccination 
possible after birth 
4 to 9 months DPT (triple vaccine): 
3 doses at intervals of 8 to 12 


weeks 
Poliomyelitis (trivalent oral 
vaccine): 3 doses at intervals 
of 4 to 6 weeks 


11 months Measles vaccination 


1 1/2 to 2 years DPT booster: 1 dose 


ee ee area rn ca a a hs gn 


3.2 Vaccine recommended ages, route of administration and intervals between 


doses. 
ee ah at Se ic eines on weve nes ened s+ ---------- 
Minimum age Maximum age No. of < Interval 
Disease Vaccine Route at Ist dose at lst dose doses between doses 
Tuberculosis BCG ID At birth 5 yrs 1 ~ 
Diphteria 
Pertussis DPT IM 6 weeks 5 yrs 3 not<4weeks 
Tetanus not>6months 
Polio OPV Oral 6 weeks 5 yrs 5 re ‘3 
Measles Measles SC i yr J. 9rs 1 m 


vaccine 


we we oe — 
_-_—— Ve a Le 


* BCG 
* 3 DOSES OF DPT & OPV 
* Measles Vaccine 


3.3 Pulse Immunization:- 
——S See LON: 


* This is a Strategy for community based mass immunization which involves. 


$2 


Adequate information to the community through your CHVs and “town-criers” 


youth groups, womens groups, local leaders etc. regarding 


- dates and time of immunization 
- site of immunization 


- who should come for immunization (i.e. chiidren from 0-5 years) 


* ae : : : 

Co-ordination with health team responsible for immunization of children 
Government or voluntary agency who will make a visit once a month if 
possible or once in two months to the same community. 

* A system of record keeping (perferably at field level). 

* Advantages are - problems of vaccine storage anu iransport are minimised; 
community involvement and participation generated can be utilised for 
further health and development activities. 

Experience has shown coverage is better with this strategy than with the 
traditional method of immunization through MCH clinics. 

4. Precaustions and Possible Reactions: 

Vaccine Precaution Reaction What to do 

1. BCG Strictly Intradermal Infection at the site of Refer to 

Injection Doctor 

Zs Polic Avoid breast feeding Rarely diarrhoea Reassure 

1 hr before and 
after dose 
3.. DPT Nil Swelling at site of Hot fomentation 
injection,, fever for Baby Aspirin 
for 24 -- 36 lns t= 
4. Measles Subcutaneous Fever Baby Aspirin 


Em. 2 Se 


Se SS a ee 
Baa a a LEC LIT  T NT 


i ae . 
bona SCS, 


ccine 
y bir the shoulder \ 
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5. Important of maintaining a Record of Immunization: 
5.1 Why record keeping is important. 

* TO AVOID DUPLICATION 

* TO ENSURE PROPER COVERAGE 


- many voluntary organisations, ladies” clubs as well as Govt. 
Field Staff are becoming involved in immunizing children. 


-~ because of lack of cooperation and co-ordination between the 
various agencies children are being immunized haphazardly 


resulting in 
- WASTE OF VACCINES 
- INADEQUATE PROTECTION 


5.2 How to keep a record 


- the easiest way is to maintain individual cards for children 
(Health card) and enter the date on which each dose is given. 


- maintain a register with names of children immunized and dates 
given 


5.3 Where should the record be kept. 


* There is no correct answer” 


* Ideally mothers should be entrusted to maintain their children’s 
health card 


5.4 How to conduct an immunization programme in the field level. 
Refer Annexure 


KEEP SUNLIGHT AWAY 
FROM VACCINES 


sunlight harms vaccines 
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6. How to impart this knowledge to the community 


6.1 Begin with the existing knowledge in the community regarding immunizations 


* 


* 


Do they know diseases like diphtheria, tetanus, whooping cough, polio 
etc., can be prevented. Use local terms. 
Have any children in the community been immunized? 


Explore reasons why children have not been immunized- fears about 
reactions, etc.,myths about the diseases. 


Educate the community based on their exis owledge. 


(Given information parents can be actively i»volved in participate in 


organising and implementing an immunization programme in their own 
community ) 


Parents need to have the following information in >order to be able to 
utilise immunization services. 


Which disease immunizations protect against and that all diseases are 
not prevented by immunizations. 


Which age groups are to be immunized and why other age groups are 
excluded. 


The need for repeated doses 


That immunizations are safe and that reactions like fever are a sign 
that the body is working to build up their child’s protection. 


That vaccines are of no use once the child has contracted the disease. 


Vaccine reactions and how to handle this? 


6.2 Guidelines for role play: 


* 


Divide participants into two groups. One group will play the role of 
community health volunters trying to educate a community about 
immunizations. The second group observes the role play and makes 
comments based on an observer's checklist. 


6.3 Observer’s checklist (Trainers of CHVs) 


- approach to the community 


* respect for existing knowledge 
* method of giving information 


* skill in dealing with existing fears/myths 
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- extent of community involvement 

* use of existing community groups 

* use of existing formal and non-formal leaders 
7. Guidelines for training CHVs 


7.1 CHVs needs to know (Knowledge) 


* some diseases are easily prevented but difficult and very expensive to 
cure, e.g., tetanus, whooping cough, polio, TB. 


* we can take “special medicines" - VACCINES to prevent some diseases. 


BCG vaccine protects us from TB 
DPT vaccine protects us from diphtheria, pertusis and tetanus 


Polio vaccine protects us from polio 
Measles vaccine prevent measles. 


* all children should be given these vaccines - starting if possible from 
the age of 6 weeks. 


BCG vaccine - one injection given in the arm intradermally 

DPT vaccine =3 ‘injections are given” inte the thigh: or buttock 
intramuscularly - 1 injection per month 

Polio drops - are swallowed 1 dose a month for 3 months 


Measles vaccine - 1 injection in the thigh subcutaneously 


* Qlder children and babies who have not had these vaccines should start 
having them as soon as possible. 


* How to deal with vaccine reactions 


7.2 CHV needs to do (skills) 
* Expalin to mothers ‘the importance and value of immunizations 


* Inform mothers about specific dates amd locations where immunizations 
will be given 


* Remind mothers when mext dose is due. 
7.3 Teaching Methods/Visual Aids, Materials 
* Group discussions 
~ Ask about any one who has TB in the community 


- Ask about the cost of treatment to this family 
~ Ask if children in this family have been given BCG. 
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- Explain that BCG protects against TB. Very important ‘that children get BCG 


especially below 5 yrs in the family of the TB patient. 


- How to get children immunized with BCG - through Govt. multipurpose 


workers/health visitor. 


do the same with polio, tetanus, whooping cough. 
teach about vaccine reactions and how to deal with them. 


EMPHASISE THAT ALL CHILDREN BELOW 5 YEARS NEED BCG, DPT, POLIO AND MEASLES 


VACCINATION. 
* Visual Aids/Materials 
- child with a BCG scar if available 


- child with Polio deformity if available 
- charts/posters 


* arrange a visit to Govt. health centre where immunizations are given if 


possible 
7.4 Duration 


Initial - 7 hrs 
- try to Fit in a visit to Govt. health centre. 


Continuing education at monthly meeting discuss problems if any with 


immunizations given at village level. 
7.5 Resource Persons: 

- PMS or field supervisors 

- Govt. health personnel 

- Staff from the hospital 


7.6 Assessment: 


- have CHV~s set their own targets for immunization coverage 


- review progress of all CHV periodically at a group meeting and 


analyse differences in individual progress 


8. Summary: 


* The Govt has made a committment to expanding its immunization coverage 


and has set very specific targets to be achieved by 1990. 


* Voluntary organisations can avail themselves of Govt. support 


immunization programmes provided they comply with Govt. reporting 


requirements. 


* By one year of age an infant should be protected against tuberculosis, 


diptheria, Pertusis, tetanus, Polio and preferably measles also. 


* The major problem area in immunization programmes is maintaining 
potency of the vaccines. 
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DIARRHOEA AND ORAL REHYDRATION THERAPY (ORT) 


1. Importance of ORT 
1.1 Diarrhoeal disease 
What is diarrhoea? 
- frequent passage of stools of abnormal consistency, colour, smell 


~ stools may be-watery, (bloody mucousy) (blood & mucous in stools is 
often called dysentery) 


* Why diarrhoea? 


Diarrhoea results when the body is trying to get rid of germs 
which have entered the gut, Lia, THE BODY IS FIGHTING 
INFECTION by increasing the movement of the gut so that germs 
that have entered the body are eliminated from the body. 


How do germs causing diarrhoea enter the body ? 
- contaminated food & water 
FACES 


FINGERS 
FLIES 


* Therefore diarrhoea can be prevented by 


- improvement of water supply, excreta disposal and hygiene 


- improving the general health of the child by improved 
nutrition. 
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IMPACT 


* Diarrhoeal disease is the greatest single killer of children in 
developing world and often the chief cause of malnutrition. 


* Relationship of diarrhoea and malnutrition. The vicious circle 
malnutrition & diarrhoea. 


Malnutrition causes diarrhen. 


Diarrhea causes malnutrition. 


a. 
BODY CAN‘T - Ogee DOES NOT GET 


DIGEST FOOD ENOUGH FOOD 
a 


¥ a 
. A 
BAG « MALNUTRITION 


1.2 Death from diarrhoeal disease 


the 


of 


* How common is diarrhoea? It is estimated that in poorer communities, 
a child may contract a diarrhoeal infection 6 or more times a year - 


with each episode lasting for several days. 


* Cause of death in diarrhoeal disease 
DIARRHOEA 
V 
LOSS OF WATER AND SALT FROM THE BODY 
DEYDRATION 
V 


DEATH 


LOSS OF TOO MUCH 
LIQUID 1S DANGEROUS 
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In 1980 in developing countries an estimated 5 million children under 5 yrs 


of age i.e. about 10 every minute died as a consequence of diarrhoeal 


disease. 
MOST DLARRHOEAL DEATHS STEM FROM DEHYDRATION 


- 10% of all diarrhoeal disease in children will have significant dehydration. 


~ 42.2% of deaths in children below 5 years of age are due to gastroenteritis 
(Health Statistics of India - 1985) 


1.3 Signs of Dehydration: 


THIRST is the first sign of dehydration 
DECREASED ACTIVITY 

DECREASED URINE 

DRY LIPS AND MOUTH 

DULL AND SUNKEN EYES 

SUNKEN FONTANELLE IN CHILDREN BELOW ONE YEAR 
LOSS OF SKIN ELASTICITY 


eo OF OF Oe OF Om 


SIGNS OF DEHYDRATION 


eSUNKEN EYES; 


NO TEARS eDRY MOUTH 


etrtTtTLe OR 


@ SUNKEN 
SOFT WO VRINE 5 
SPOT IN THE URINE IS 
BABIES DARK YELLOW. 
»*4UDDEN e@wWwHEN PINCHED , SKIN 


WEIGHT LOSS DOES NOT SPRING BACK 


1.4 Role of ORT in prevention of dehydration and deaths from diarrhoea. 
* about 92-95% of all patients with acute watery diarrhoea, including 


infants can. be treated with oral rehydration solution (ORS) alone as 
seen in the following table. 
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* Rehydration Therapy - University Hospital Haiti 


Mortality from diarrhoea 


1969 - 79 ;: 9434 cases of diarrhoea - 35% deaths 


ORAL REHYDRATION INTRODUCED 
1980 - 81 : 3312 cases - 14 % deaths 


1981 - 82 : 1.9% deaths 


It has been found that the average length of diarrhocal illness was reduced 
from 5 days to 2 1/2 days in houses where ORS was used. The early use of 


ORS in the home will normally mean dehydration will not set in and a clinic 
visit will not be neccessary 


1.5 Diarrhoea & Medicines 


* a few children who have desentry (blood & mucous) and cholera 
infections may receive antibiotics and this may shorten the illness. 


* substances such as " lomotil" should not be used as they paralyze the 
gut AND PREVENT THE BODY RIDDING ITSELF OF THE TOXINS AND BACTERIA 
WHICH ARE CAUSING THE DIARRHOEA. 


MEDICINES ? 


2. Prepration and use of ORS ( oral rehydration solution) 


2.1. Oral rehydration solution 


Oral rehydration solution is formulated to replace the nutrients 
lost during diarrhoea 
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The standard WHO/UNICEF recommended formula for ORS consists of 


Sodium chloride- 3.5 grams 
Sodium bicarbonate - 2.5 grams 
Potassium chloride - 1.5 grams 
Glucose - 20 grams 


To be mixed with 1 liter of water (perferably boiled & cooled, if not 
water) 


2.2 Home based ORS 


Boiled, cooled water - 1 glass 
Suger - 1 teaspoon 
Salt =} pinch 
Cooking Soda = l pinch 
Juice of 1/4 to 1/2 =- Lemon 
In one glass 
of WATER 


haha and one pinch 
of SUGAR ee 
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clean 


* If boiled water is not immediately available the best avilable water may 


be used. 
i) Take a pinch of salt. 
ii) Take a handful of sugar. 
iii) Squeeze juice of half a sour lime. 


Add some of the boiled water to completely dissolve the salt and sugar. 


Pour the solution into the litre bottle and add more boiled water to fill the 
bottle up to the neck. 


Shake the mixture. 


Cool the mixture until it can be administered without the risk of burning the 
mouth. 


Keep the top of the bottled covered with a clean cork, cap or cloth so_ that 
dirt, flies amd other insects do not fall into it making it :insafe for use. 


* ORS Once prepared needs to be protected from subsequent contamination. 
2.3 Cost comparison 
Commerical prepared Home made solution 
ELECTRAL Rs 6.75/Litre Less than Rs 1 


(including cost of fire- 
wood for boiling water) 


2.4 How to use ORS 


* In all cases of diarrhoea begin ORS at once 


* average of one glass per stool 


* important to stress that the solution is not a medicine to stop 
diarrhoea. 


* diarrhoea may continue but water & salt which are lost are 
being replaced and dehydration is prevented. 


* if vomiting is present along with diarrhoea try giving only 
small quantities of the solution at a time. 
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3. PRINCIPLES OF ORT 


3.1 Importance of replacing water & salts 


* 80% of our body weigth is made up of water. The stools of a child with 
diarrhoea contain a lot of water - thus the bodywater is lost 


* qa child with diarrhoea also loses mineral salts necessary for normal 
functioning of the body, he loses: 


- Sodium Chloride ( ordinary salt) 
- Potassium 
- Bicarbonate 


* a child who dies from diarrhoea is not killed by the infection. 


with 
without water 
water 


Wie 


compare this toa child with diaritina, 


without 
water 


DEATH IS DUE TO LOSS OF WATER & SALTS i.e. DEHYDRATION. 


* DEATH CAN BE PREVENTED BY REPLACING THE WATER AND SALT WHICH ARE 
LOST. THIS IS CALLED REHYDRATION. 


* The cheapest and easiest way to do this is to give him water, salt and 
suger —- ORS to drink. 


ff the soft spot is 


SUNKEN, 


the 


DEHYDRATED 
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3.2 Importance of continued feeding during diarrhoea: 


Be 


3.4 


* 
The body needs strength to fight the diarrhoeal infection. 


* ; a 
leaps societies the parent’s remedial response to diarrhoea is to 
= food and water, including breast milk in the mistaken belief 


* ; 
The proper management of diarrhoea in the home includes appropriate 
feeding along with ORS during and after the diarrhoeal episode. 


* A] : s hi 
Appropriate feeding means in general, foods that are easily 
digestable. 


- rice conjee 
- curds, rice 
- banannas, apples, carrots 


Importance of increasing feeding after diarrhoea stops. 


* MOST CHILDREN WITH CHRONIC DIARRHOEA ARE OFTEN MALNOURISHED 


THE ‘VICIOUS CIRCLE OF 
MALNUTRITION AND DIARRHEA 
TAKES MANY CHILDREN'S LIVES. 


* Because of loss of body weight during diarrhoea, most children will 
have increased appetite for a short period after diarrhoea _ stops. 


* It is important to give extra-food at this time so that the body weight 
lost is regained. This will help to prevent malnutrition and _ thus 


avoid the problem of chronic diarrhoea. 


Points of Referral: 


* A child needs to be referred to a clinic if - 


child keeps on vomiting 
child develops signs of dehydration in spite of the use of ORS 


child has high fever 
diarrhoea persists for more than 3 days. 
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4. How to impart this knowledge to others? 


4.1 CHV needs to know (knowledge) 


* diarrhoea is caused by GERMS GETTING INTO THE STOMACH 


- drinking unclean water 

~ eating unclean food 

- letting flies sit on food 
- eating with unwashed hands 
- prevention of diarrhoea 


* diarrhoea causes loss of water and salts from the body. It is this 
loss which is dangerous and kills people - especially children. 


* the symptoms of water loss 
(signs of dehydration) 


Lift the skin of the: Ther let po: If the 

belly between two skinidocsnotispring: 

fingers, like: thls. right’ back: tor 
normal), the child! 


Is dehydrated. 


the treatment of diarrhoea 


— preparation of ORS 

~ continued feeding during diarrhoea 

- increased food after diarrhoea stops 
~ referral points 


4.2 The CHV needs to do (skills) 


* educate about cause and prevention of diarrhoea. 

* demonstrate preparation and feeding of ORS 

* encourage continued feeding during diarrhoea 

* follow up of children with diarrhoea - visit several times and watch 


for danger signs 
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4.3 Suggested duration and methodology: 


(a) Initial duration 1 day 


- Minilecture/group discussion 
Morning - knowledge< AM 


Session - Exercise - preparation of charts, posters 


showing food contamination, signs 
dehydration etc. 


of 


Afternoon - skills : PM - Group discussion/minilecture on treatment 
Session of diarrhoea. Preparation of ORS, instruction 
for use follow up of children with diarrhoea 


- Role play - two families, each with a 


child 


having diarrhoea, one family follows 
instruction of CHV, another family does not —- 


results in both families 


- summarize and revise lesson 


(b) Continuing education - at monthly meeting, use actual case studies 
diarrhoea which have occured in the community during the month 


emphasise points in knowledge and skills required by CHV. 
4.4 Materials required 
- water, sugar, salt and lime for ORS demostration 
- visual aids - charts, posters,slides showing signs of dehydration 
- chalk/blackboard 
- paper and crayons for making posters & flash cards. 


4.5 How to teach this lesson 


ASK:- How many children in your village have had diarrhoea in the 
month 


- why do you think diarrhoea is so common? 
- Allow time for CHV to think of reasons. 
TEACH - we get diarrhoea when we 
- drink unclean water 
- eat unclean food 
- eat with unwashed hands 
- allow flies to sit on food 


ASK - So how can we prevent diarrhoea? 


Allow time for CHV to give reasons. 
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of 
re- 


past 


EXPLAIN:- In hot weather 


- there is less water, so people wash less 
- there are more flies, so more chances of food being uncleaned 


- germs grow more quickly, so there are more germs around 
ASK :- Has any one in your village died from diarrhoea ? 


How old were they ? 
How long were they ill ? 
What “treatment " was given? 


ASK :~Why do you think these children/people die and others get 
better? 


(Try to help them realise that most of those who died, died from loss 
of water not from the diease itself) 


EXPLAIN :- BODY NEEDS WATER AND SALT 


- Water and salt are lost in the stool causing dehydration = water 
loss. 

- we can tell if a child is losing too much water if : 
1. His tongue is dry and he feels thirsty 

- He passes less urine 

- He is less active 

His eyes are sunken 

- His skin becomes loose and takes a while to go back in place 
when you pinch it. 


n & W bh 


EMPHASISE:- LOSS OF WATER AND SALTS CAUSES DEATH. 
WE CAN PREVENT DEATH BY GIVING ORS. 


ASK :- How can we prevent loss of water and salts 
(answer by giving ORS) 


DEMONSTRATE 


- Prepration of ORS at home 
- allow time for CHV to practice this 


TEACH :- Instructions to give to mothers 
* prepare ORS as soon as child has diarrhoea 


* Prepare six - eight glasses at a time and keep in a covered 
vessel 


Child needs one glass per stool- so give throughout the day in small 
quantities. 
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* 
Be sure to make mothers understand that ORS is not a medicine to STOP 


DIARROHEA that diarrhoea may continue but the body water and salts will be 
replaced. So the body will not become weak. 


TEACH: -Referral points 


DISCUSS: -Local attitude to giving food and fluids to 


hild d 
prea children uring 


TEACH : -Importance of continued feeding during diarrhoea, types of foods , 
to continue breast milk. 


Importance of giving extra food after a stops. 


EXPLAIN: —- IMPORTANCE OF FOLLOW UP 


+ CHV should enquire from a mother how a child is doing, this 
increases credibility and builds rapport 


+ Points to check on 


- is diarrhoea improving ? 
- is mother preparing ORS correctly and using it? 
- is child getting enough fluids? 


TEACH : - DANGER SIGNS IN DIARRHOEA 


a) Child has such bad diarrhoea that it is impossible to give him 
by mouth all the fluids he is loosing - 


b) He keeps vomiting (more than 2-3 times/day) 
c) He is drowsy - not active 
d) He does not get better in two days 


EXPLAIN :- a child who is getting enough fluids will keep passing urine (at 
least 4-5 times/day) also his tongue will be moist, his eyes 
bright & shiny and his skin firm. 


How to assess that CHV have learnt this lesson 


- use role play. Ask one group of CHV to put on a skit playing the role of a 
mother with a _ sick child ( child of diarrhoea) and a CHV educating and 
teaching the mother what to do. Ask the other group to - 


- observe the role play and comment whether all_ points in the 
lesson were taught including whether CHV followed-up on her 


instruction to the mother. 


PREPARING AND DEMONSTRATING HOW TO ADMINISTER REHYDRATION MIXTURE °O INFANTS 
AND CHILDREN IS VERY IMORTANT FOR TREATING DIARRHOEA AND VOMIT.NG IN VILLAGE 


HOMES 
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NUTRITION 


Prevalence: 


| | * 


various statistical figures give an idea of the extent of the problems 
in India 

a recent estimate by the Food and Agriculture Organization (FAO) puts 
the number of malnourished people in India at 200 million, almost half 
the worlds total 


Statewide analysis of sample households for calorie and protein 
adequacy (National Nutrition Monitoring Bureau revealed the following). 


Per cent distribution of households according to protein-calorie 


adequacy (rural)- 1980 


LS SS SS SS SS SS ED ES A ES SS SS SS SS a Se eS ee ee ee ee ee ee a ee ee ee 


| an F< PG Pee r C : 
-- - + + = ++ ~ - 
Kerala a1 4.3 i7 <7 47.0 35.9 48.7 
Tamil Nadu 2944 0.8 Vee3 51.2 30.5 48.0 
Karnataka 5.6 0.0 ee | 87.3 5.6 2.7 
Andhra Pradesh 22.2 0.0 15.4 62.4 222 37 «6 
Gujarat 12.8 0.0 31.4 55-8 12.8 44.2 
Orissa 28.6 0.4 12.5 5823 29.0 41.1 
West Bengal 14.3 0.8 14.3 70.6 ick 28.6 
Uttar Pradesh Dez 0.0 49.0 47.8 3.2 Dean 
AVERAGE L385 0.8 20.6 60.1 19.3 39.1 
P C Protein and Calorie inadequate; P C Protein adequate and Calorie 


P C 

+ + 

Source: 
# 


+ - inadequate 


Protein and Calorie adequate; P C Protein inadequate and Calorie 
- + adequate 


National Nutrition Monitoring Bureau, 1980. National Institute of 
Nutrition. 


In urban slums (data from same source) the situation was worse —- 25% 
of households did not meet either protein or calorie requirement 29% 
had adequate protein but not calories, thus 54% of households had 
inaequate calorie consumption. 


the problem with household surveys such as this is that they fail to 
bring out the age and sex distribution of the deficiency. 
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1.2 Food production and Consumption 


* India has made notable progress in foodgrain production, registering 
an increase from 50 million tonnes in 1950 to an estimated 1.45 
billion tonnes in 1983-84, an annual increase of 3.04 per cent, well 
above the annual growth rate of 2.5 per cent per annum. 


| FOOD PRODUCTION. — 
sie TROM 450 Toe 192 


1993 ort 


PER CAPITA oy 
145 CONSUMPTION fe 
BiLIeN TOND OF 

FOODGRAINS 


50 Mitton tens 397 42M 
PER DAY 195} 


Consumption: 


* Despite this the apparent level of per capita food consumption over the 
past two decades has remained rather stagnant. 


Per capita apparent consumption of foodgrains 


cs es en mee Ca ce Ss a mn en ap in i Sa me a em a es ee si eS et a nl mS 


ce a as ca Ca a Se eS a ye ps a a eS nh Sn es i ae Me eet ae oe Se See ey Ce 


1951 - 53 397 
1961 - 63 458 
1971 - 73 452 
1977 - 79 458 
1980 411 
1981 454 
1982 454 


— - . — ee ee eee 
a ce ee —— ee ee ee 


* There is however a _ significant change in the pattern of 
consumption of the past three decades - there is a_ small 
increment in the per capita consumption of cereals. But intake of 
vegetable proteins from food grains has unfortunately declined. 


et! 


Changing pattern of food grains consumption 


ee eee 
ee ae ea ee a ae SS 


VER ree rere eae ene 
Rice Wheat Coarse Pulses 
Grains 
1951 - 53 161 62 131 61 
1961 - 63 197 81 116 64 
1971 = 73 187 116 103 46 
1977 - 79 189 124 101 44 


* Poor consumption is related to low availabilty as well as _ poor 


purchasing capacity. Redressing regional imbalances in 
agricultural growth was proposed in the 6th five year plan a 
measure of improving food availability. However significant 


regional differences persist RAISING ISSUES OF PRODUCTIVE AS WELL 
AS DISTRIBUTIVE JUSTICE. 


1.3 Malnutrition is perceived at two levels. 


* individual and 
* societal. 


At the individual level-malnutrition refers to nutritional disorders 
arising from four major causes. 


i) Insufficient food intake causing hunger and consequent undernutrition 
through calorie as well as protein deficiency; 


ii )Qualitatively insufficient food intake causing nutrient-specific 
disorders such as anaemia, iodine deficiency disorders, and 
xeropthalmia caused by lack of vitamin A; 


iii) Malabsorption, underuse and improper use of nutrients or breaking down 
of body tissues due to illness or genetic or environmental condition, 


leading to secondary malnutrition. Typical examples are intestinal 
disorders and infectious diseases; 


(iv) Overnutrition leading to obesity, diabetes, hypertension and heart 
ailments. 


While the first three are associated with poverty, the fourth is related 
to affluence. 
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The commonly noted effects of malnutrition on the individual are: 


reduced activity (saving on energy consumption); 


- reduced growth of children; that i 
s, reduced height f } 
- reduced weight for height foaeting): elg or age (stunting) and 


oe Pgh 2 6 6a to, and more serious effects from, some infections 
easles; and disorders due to nonabsorption of micro-nutrients like 


iron causing anaemia; poor use of 
: vitamin A because of low ener intake 
leading to eye impairment and in time blindness; a 


death in the case of severe and prolonged malnutrition. 
Source: Analysis of the situation of children in India. 


At the societal level, Malnutrition is linked to the relation of people with 
food. Food as a means of peoples health is linked to many factors like. 


- distribution of income 

- production and commercial distribution of food 

- family knowledge and behaviour about the use of food 

- social customs regarding food consumption within each family unit. 
- epidemic and environmental diseases affecting bodily needs. 


- government and community policies and services such as food subsidy to 
low income groups. 


MALNUTRITION IS A MAJOR OBSTACLE TO HUMAN PRODUCTIVITY AND SOCIO-ECONOMIC 
DEVELOPMENT because of its immediate effect on health, strength and worker 
productivity. 


1.4 Vulnerable groups and government Programmes 


Diet and nutrition surveys conducted by the state Nutrition Divisions and 
the National Nutrition Monitoring Bureau have revealed that protein-calorie 
malnutrition is prevalent in large sections of the population. 


- The most severily affected are young children, pregnant and lactating 


mothers. 
- The pattern of nutritional deficiency signs indicated that the most 


commonly encountered disorders were 


(a) Protein, energy malnutrition PEM - children under 5 years of age 
(b) Vit ~A’ and ~B complex” deficiency — school age children 


adolescents and adults. 
(c) Anaemia - pregnant and lactating mothers. 
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In order 


to overcome the problems of malnutrtion in the country, the 


Government of India is implementing the following nutrition programmes through 
the various Government departments. 


Programme Ministry 
1. Prophylaxis Programme (Vit A) Ministry of Health & Family 


Welfare against nutritional 
blindness due to vit A 


deficiency. 
xe Prophylaxis Programme (anaemia) Ministry of Health and 
Family Welfare against 


nutrition anaemia. 


. Special nutrition programme Ministry of Social Welfare 

4. ICDS - Integrated Child Development Ministry of Social Welfare 
Scheme 

oP Balwadi nutrition programme Ministry of social welfare 

6. Mid day meal programme Ministry of Education 

¥. Nutrition education/extension Ministry of health, 


Agriculture and Food. 


1.5 Myths about “good nutrition” - points for discussions 
(i) a vegetarian diet is “inadequate” 
(ii) a good diet means eating meat daily or atleast twice a week 
(iii) it is impossible for low income groups to have a nutritious diet 
¢iv) the trend towards eating more refined foods “white bread,noodles etc 
is good nutrition" 
(v) apples and grapes are very special food to eat when one is. sick 


(vi) 


(they may whet the appetite and be enjoyed but are not all that high 
in food value and are often costly. 


Could ask "which would be a better choice for your child - egg or 
apple ? cost is about the same - egg gives more food value for the 


money”. 


"Hot" and "Cold" food - each community has its own perception of 
these. 
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2. Assessment of Malnutrition 


A - in the individual 
B - in the community 


A - in the individual : 
a) Anthropometric measurements 
b) Biochemical 
c) Clinical 
d) Dietary 


B - in the community: 


a) Anthropometric measurements 


b) Clinical - specific vit & mineral deficency 
c) Dietary - household surveys 


Assessment of Malnutrition 
a in the individual child 


Anthropometric measurement : Several body measurements are used to assess 
a child’s nutrition status - viz mid upper arm circumference, weight for 


age. weight for height, triceps skin fold thickness, head circumference 
and chest circumference. 


The most practical methods are 


i. Arms circumference : The childs left arm is measured at the mid-pt 
between the shoulder and the elbow with a tape, taking eare not to 
squeeze the soft tissue of the arm. Ready made tapes are available from 
VHAL, however you can make your own measuring tape — demonstrate. 


~« 
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Interpretation :- 


- a measurement of < 12.5 cms indicates servere malnutrition 
- 12.5 - 13.5 indicates moderate malnutrition 

- 13.5 - 14.0 mild malnutriton 

14.0 ems = normal nutrition 


— - ¢ 


Vv 


Advantages of this methods are : 


~ correlates well with weight and weight for height 
- quick and easy method therfore useful in surveying communities 


- minimal “equipment” required 
- minimal training required 


Disadvantages : 


- not very reliable in serial monitoring of nutritional status children 


CHECK BY USING ARM CIRCUMFERENCE TAPE 
One end of this tape is black 
The tape has green, yellow and red strips over it. 


This tape is used to measure the arms of children one to five year. 
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GREEN - Well nourished 


13.5cem 
YELLOW - Slightly undernourished 
12.5 
RED -  Malnourished 
BLACK - 
Oo &™ 


Measure the mid arm with tape: 
* If ‘black end touches the green - 


* If it touches the yellow - 


* If it touches the red - 


REMARK: Easy method which gives fair 


Easy to learn. 


good health 
border line nutrition Take remedying 


measures, advice in details about nutri- 
tion. 


very poor nutrition. Refer to sub- 
centre immediately. 


idea of childs nutrition 


ii) Weight for age - it is an indicator of Protein Energy Malnutrition or 
growth failure in young children. It involves weighing of children and 
knowing their ages. Assessment is done by the comparing the weight with a 
standard (50th percentile of Harvard standards ) degree of malnutrition 
is classified by Gomez as follows. 
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MILD first degree - 90 - 75% of standard 
MODERATE second degree - 75% to 60% 
SEVERE third degree - <60% 


Use of the Card:- 


Charts showing the normal weights against age are available. One such chart 
is printed on ROAD TO HEALTH CARD (yellow card) recommended for use in 
maintaining a record of weight, as well as other relevant information such as 
family size, immunization record etc. One side of the card shows weight 
plotted against age. A shaded area on the chart depicts the “normal” weight 
of the child. Three areas marked by interrupted lines below the shaded area 
show the varying degrees of malnutrtion. i.e. first, second and third degree 
or mild moderate and severe malnutrition. These cards are available (in 
different local languages) from Voluntary Health Association of India, Delhi. 


for special care Se a Git 1 
Rossone for St es O8tt tie 
I WE EEEETE TET LOR TEE Pet pert 
sictciyear” OWT TTT tat TT etter tt Tita 
SPEER ETT ta 
Or ELLE E EE bbrrr rte te ttt tity etd 
HEE EEPEE EEE EEE ed 
tier tee tte ty phere tt et tt tthe 
eee covvidaa atte taaaaastaiit 
: t7 Bie ArAy | ws larch Tae = 
ERO EEE EEE RT Pett et Pett et tt 
SPESTAGSSESS". cadd Saga ES anaes Sa 
Tet eet @ bet @ oa 
fit hit tia oy urd 
rent caeeerit ddse 
ftetet eee LE SS 
Peo fF ee 


Se? 
ry — 
b 3 Z ¢ (international Children's Centre Study, UK Children! 
3 BH)" ]Further i 


information: TALC, Institute of Child Health, 
london, WCIN IEH + 


. 


Clinical Methods 


Clinical signs of specific deficienies which May occur alone as is usually the 
case,esecially in children, along with the signs of general malnutrition PEM, 
i.e., protein energy malnutrition. 


Signs of specific deficiencies 


~ signs of anaemia - paleness, tiredness 
~ signs of B complex deficiency - sores at the angles of the mouth 


- signs of Vit A deficiency - night blindness, dryness of the 
conjunctivation 


signs of iodine deficiency - swelling in front of the neck. 
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Signs of PEM - (protein energy malnutrition,i.e. deficient intake of protein 


and calories) 


DRY MALNUTRITION 
OR MARASMUS 
—from not eating enough— 


face of 
an old man 


always hungry 
potbelly 


very 
underweight 


very thin 


(i) Weight loss 
(ii) apathy - mood changes 
(iii) skin changes 
(iv) hair changes 


(v) Weight “gain” due to OEDEMA - swelling 


WET M..LNUTRITION 
OR KWASHIORKOR 
—from not eating enough protein— 


swollen color loss 


‘moon’ face in hair 
and skin 

miserable 

stops 

growing thin 


upper arms 
sores 
and 
peeling 
skin 


wasted 
muscles 


N est > (but he 
swollen hands \##. S may have 
and feet a some fat) 


(vi) clinical appearance of MARASMUS and KWASHIORKOR i-e. extreme conditions 


of protein calorie deficiency 


Dietary assessment: The steps involved in dictary assessment include 


1) a record of food intake 


2) coversion to nutrient value 


3) consideration of factors which may effect absorption 


4) comparision with standards 


Special training is required to perform Dietary assessment. 


Assessment in the community 


Anthropometric measure - The most practical use of the arm s circumference in 
children 1-5 yrs of age. This gives a rapid assessment of the number of 


malnourished children in the community. 


Clinical signs - such as signs of anaemia or Vit A or B deficiency also allow 
us to get an overall picture of the extent and type of malnutrition in the 


community. 


Dietary: 


Household surveys which attempt to get an overall impression of dietary 
habits, intake and nutrient value of either selected groups in the community 
or across section of the entire community. These are time consuming and do 
require some training but can yield valuable base-line data of the nutritional 


status of the community. 


Indirect Assessment of Nutrition Status: 


ae 


- age specific mortality rates - esp 1-4 year mortality rate which is high in 
developing countries due to a combination of infections, parasitism and 
malnutrition during this period characterised by rapid growth and high 
nutritional needs. 


- morbidity and cause specific mortality. 
- frequency of illnesses 


3. Correction of Malnutrition: 
A. In the Individual 
* Prevention: 
—- prolonged Breast feeding - upto 2 years 
~- avoidance of Bottle feeding 
- Introduction of weaning foods by six months of age. 
- feeding during illness. 
- increased feeding immediately following illness. 
— prompt use of ORT in diarrhoeal infections 
- use of a balanced diet in the house. 


* Treatment: 


- correction of specific deficiencies with appropriate DIET and 
medications 


~ severe cases of PEM may require treatment in a medical facility. 
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B. In the Community: 
~ measures to ensure food availability 

— encouraging use of kitchen gardens —- grow at least one vegetable 

- health education regarding Nutrition especially for vulnerable groups 
and discussion of "food myths" existing in the community. 


NORMAL GROWTH OF THE BABY IS AFFECTED BY MALNUTRITION 


i.e. a baby’s weight starts falling instead of rising steadily. 


- This can be picked up if the weight of a child is taken regularly and 
recorded on a chart such as the road to health card. 


for eg: (follow this example on your sample card) 


a baby at birth weighs 3.0 
at 3 months weighs 5.0 
at 6 months weighs 6.5 kg 
at 9 months weighs ee 
at l year 8.0 
at 15 months es 


You will note that at this point (i.e.) at 15 months the childs weight is 
beginning to fall, this is point to intensify nutrition education i.e. the CHV 
must give this family special attention. 


Experience has shown that ones health workers can grasp the progress in weight 
as an upward trend indicating adequate nutrition. However the educational 


A PERIOD OF 6 months to one year before staff really understand and appreciate 
their use. 


Use of this method requires trained personnel and equipment which must be 
checked regularly for accuracy 


(iii) Height for age: the extent of height deficit in relation to age may be 
regarded as a measure of the duration of malnutrition. Older infants 
and children ( above age 3 yrs) or measured by standing (without shoes) 
against a vertical rod or scale fixed to the wall. Young children or 
best measured lying down. 


Use of this method also requires trained personnel. 


* Anthropometrice measurements such as triceps shinfold thickness, head chest 
measurements are more difficult to obtain and require both skill and special 


equipment. 


Biochemical methods 


laboratary measurements ranging from relatively simple tests to more 


Involves 
hich are therefore impractical for use in monitoring 


complex ones w 
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(i) Haemoglobin % estimation 


Total 


(ii) Serum proteins < 
Albunum/Gobulum 


(iii)Serum vitamin A levels,serum carolene 
(iv) Serun alkaline phosphatase (Vit D) 


- of these Haemoglobin % estimation may be possible at field level. 


3.3 Dietary requirements for the family and for vulnerable groups including 
pregnant and breast feeding mothers and children 0-2 years. 


Tables 1,2,3 & 4 give the actual requirements of the various foods 
necessary for optimal nutrition. 


+ Fe 


TABLE - 1 
BALANCED DIETS 
ee lt: lee 
Adult Man Adult Woman Children 

Food  Tte@t © rrr in ene es 
Seden Mode Heavy Seden Mode Heavy Le zZ 4 =~ 6 
tary rate work tary rate work years years 
Cereals 460 520 670 410 440 523 LES 270 
Pulses 40 50 60 40 45 50 a5 35 
Leafy vegetables 40 40 40 100 100 100 40 50 
Other vegetables 60 70 80 40 40 100 20 30 
Roots and tubers 50 60 80 50 50 60 10 20 
Milk 150 200 250 100 150 200 300 250 
Oil and Fat 40 45 65 20 25 40 ee 25 


Sugar or Jaggery 30 a3 55 20 20 40 30 40 


SS ES A aD te nee ey oe a ee ee cee seins ns ant ho ne ek te ae _— a 
ee ee ee ee es ee ee ee ee ee ee om eee ee ee ee ee nee ces ee ee ee ee ee ee nee ee ee ee es ee ee 


LUG 


TABLE - 2 


SUGGESTED SUBSTITUTION FOR NON~VEGETARIANS 


ee 8 ee se Se es SS 
ae ee ee ee ae oe - 
SL SE AP A aD SO DD SE SO SD OD nD ED ean ‘emp. ce eu seem cas cas mw sete wee <ai> 


Food item which can be deleted 
from non-vegetarian diets 
50% of pulses 1 

(20-30 g) 


Substitution that can be suggested 
for deleted item or items 


SSS SS Se A A RE SS om oe 


- One egg or 30 g of meat or fish 
30 g of meat or fish 


2. Additional 5 g of fat or oil 
100% of pulses 1. Two eggs or 50 g of meat or fish 
(40 - 60 g) or one egg + 30 g meat or fish 


2. 10\@ @tigst or oil 


TABLE - 3 
ADDITIONAL ALLOWANCES DURING PREGNANCY AND LACTATION 
Food items During Calories During Calories 
pregnancy (Keal) lactation (Keal) 
Cereals 35 g 118 60 g. 203 
Pulses Bae 52 30 g. 105 
Milk 100 g 83 100 g 83 
Fat -- = 10 g 90 
Sugar 10 g 40 10 g 40 
Total 293 a2 
TABLE —- 4 
BALANCE DIET FOR 1-2 YEAR CHILD 
I. Cereals 150 gms eg. 60 rice 
Gurh 15 gm 90 wheat 
Oil, Ghee 11 gm 
Il. Milk 250 gm 
Dal, Groundnut 50 gm 
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III. Green vegetables 50 gm 


Other vegetables and fruit as budget allows> 


How to use these tables - make your own notes during class demonstration. 


Some low cost nutritions receipes and tips: 


1) High Protein Mix: 


2) 


3) 


4) 


5) 


Ragi or wheat 


“10 L deo 
Green grain dhal - or Bengal gram dhal — L/P ke 
Ground Nuts - Lik 
Jaggery ~)L/2 = 3/4 ke. 


Roast first two ingredients and grind to a powder. Powder groundnuts 
(after roasting) and Jaggery at home. Mix two powders well and keep in 
an air tight tin. Use 2 heaped table spoons of powder per glass of 
water, mix and cook for approximately 5 minutes on low fire to make a 
kanjee or porridge. Use as a nutrition supplement(i.e. in additon to 
regular food) twice daily. May be used for all in the family but more 
important for children 1-5 years and pregnant and lactating mothers. 


Mixing green grain dhal or Bengal gram powder (1:2) with wheat flour 
will make more nutritions chappatties or rotis, also green leafy 
vegetables can be mixed into the dough. 


Ragi Malt: 


- wash and clean required amount of ragi 

- soak over night in double the quantity of water. 

- drain and spread wet ragi on a clean cloth, cover with thin cloth 
& leave in shade 

- keep upper cloth moist by sprinkling water 

- in 2-3 days ragi will sprout - once sprout is seen allow ragi to dry. 

- rub dry ragi gently between hands this will dehusk the grain. 

- grind to a fine powder and store in air tight container 

- make a porridge or drink - with milk or water. 


Dehydration of Leafy Vegetables. 


* Leafy vegetables, since not available throughout the year at all 
places can be dehydrated and used whenever required. 


* when available at low cost, they can be purchased in bulk - cleaned —- 
washed and spread on a clean sheet to dry in the shade. when completely 
dry these can be powdered coarsely by hand and stored in air tight 
containers for use when fresh supply is not available. 


* dehydrated green leafy vegetables can be added to all"curries" vegetable 
preparations and even in dosai or chappati dough to increase the nutritive 


value of the food. 


Sprouting of grams increases their nutritive value - serve lightly 


seasoned. 
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Comparision of home preparations and commercially available foods. 


— ee er re a ee a ee ee a ee ee ee ee ee ee ee ee ee 
ee a ee ee ee ee ee ee ee ee 
Sinesieetinendiietinete ie 


ilome preparation cost per 100 gms Commercial available cost per 100 gms 
High Protein 0.80 Cerelac 4.00 
Mix gram Payasam hb, 50 Farex 4.00 
Ground Nut Toffee 1.00 Complan 6.00 
Egg 1.00 Nutramul 3.80 


— ee ee ee ee oe ee se es 
Sa ee ae ane are ay a es Sea fae Cae ems met ore cs Ge ns eel se dan Gi i ee gal aA ut el oa tan ie Se sea Co tes etd hina ia co ee eae ee 
eee ee 


4, Prevention of Malnutrition 
4.1 Diet during pregnancy. 


Diet of the mother affects birth weight of the baby. Low birth weight is 
a sign of poor growth of the baby before its birth. 


AMONG LOW BIRTH WEIGHT BABIES:- 


- DEATHS ARE HIGHER DURING THE FIRST DAYS OF LIFE. 
~ THERE IS A GREATER RISK OF INFECTIONS. 


a ae emcee Ene eS a tc mt i eg cl eet a cig vl cscs i edp ashame 


If the mother~s diet is not adequate for the needs of the growing baby in 
her womb then nutrients are removed from the mother~s body, impairing her 
health and making her prone to malnutrition and infections. 


I. DAILY FOOD REQUIREMENTS FOR PREGNANTMOTHER 


II. Milk, curds 325 ¢ 22) § 
Pulses, groundnuts 60 ¢g 45 2g 
Flesh foods or eggs = 60 g 

III. Fruits 30 g 30 g 
Green leafy vegetables 150 ¢g 150 g 
Other vegetables LZa ¢ 125 g 
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How to make this possible for low income groups. 


bse major area of deficiency will be in the food group of Milk and Milk 
Weise 6 This can be corrected by using porridge made from “High Protein 
Mix” (described in low cost nutrition recipes) twice daily. Other items 


mentioned in low cost nutritious recipes can also be used especially during 
pregnancy . 


4.2 DAILY REQUIREMENT FOR LACTATING MOTHERS: 


ee _ 
—_—_- 
— 


Breast feeding imposes a greater strain on the mother’s body than pregnancy. 


Additional body building foods and energy foods are needed to produce and 
secrete milk. 


IT IS MORE ECONOMICAL TO PROVIDE THE MOTHER WITH A GOOD DIET SO 
THAT SHE CAN PRODUCE ADEQUATE MILK FOR THE BABY, THAN TO BUY 
MILK OR POWDER MILK FOR THE BABY. 


a 


BALANCE DIET FOR LACTATING MOTHER 


FOOD GROUPS VEGETARIANS NON-VEGETARIANS 
I. Cereals 400 g 400 g 
oil, ghee 50 g 50 g 
Sugar, gurh 50 g 50 g 
II. Milk, curds 325 g 225 g 
Pulses, groundnuts 70 g 55g 
Flesh foods or eggs a 60 ¢g 
III. Fruits 30 g 30 g 
Green leafy vegetables 150 g 150 ¢g 
Other vegetables le .§ igo 


I a ease as eal ee a es enn orem rnan ae me eS ee eee a 
——— ae 
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4.3 Diet during the first 2 years of life: 


ITEM AGE 
i) Breast-feeding by mother 0-2 yrs 
ii) Add other food supplements beggining at 4 months or after rice 
gradually such as: porridge. feeding ceremony (6-7 months) till 
potatoes, bananas, other cooked 1 year 
fruits eggs, dhals 


then: 


Spinach, green vegetables, ground 


nuts, beans, meat milk, curds. The safest way of feeding is with cup or plate 


and spoon or with clean hands. 
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iii) Modified (made soft and one year and after 
without much spices) adult 
food in addition to what 
the child has already been 
eating 


Small children should be fed 
often, 4-5 times daily, as 
their stomachs are too small 
to absorb bulky foods in two 
meals a day. 
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BREAST MILK 


Breast milk is the natural food 
for babies and especially 
suited for them. 


It contains everything a baby 
needs for health and growth 


Protects against infections 
and diseases. 


Always available, 
right temperature 


fresh at qa 


Always clean,free of germs. 


Easy to feed. No preparation 
required ,it is cheap. 


Breast feeding helps to create 
a close relationship bewteen 
mother and baby. 


Breast feeding helps prevent 
pregancy,but do not rely 
completely on this method, 
PRACTICE FAMILY PLANNING 


Breast milk alone is sufficient 
4-6 month. 


109 


BOTTLE MILK 


Expensive to give in the stres 
needed for growth of baby. 


sth 


Preparation is difficult 


A bottle is difficult to clear and 
keep free from germs 


It is expensive,expense of bottle, 
milk fluid, time etc. 


If the bottle is not clean and 
boiled properly it can caused 
serious infections in the baby. 


* DO NOT USE BOTTLE 


SOME MOTHERS ARE NOT ABLE TO FEED THEIR BABIES 


Because : 


* Mother may have died 

* Mother may be very sick 

* Mother is not able to produce breast milk, 
inadequate diet. 

* Or some other reasons 


the main reason for this is 


In this case, 


- Give some other mother s breast milk, 
- If not possible, give cow s or buffalo’s milk, which has been boiled, 


with cup and spoon. 


FEEDING THE SICK CHILD 


THIS REQUIRES TIME AND EXTRA EFFORT INVOLVED IN MAKING FOOD WHICH THE CHILD 
WILL ACCEPT. 


SICK CHILDREN HAVE TO BE COAXED TO EAT. 


EXTRA FEEDING IS VERY IMPORTANT IMMEDIATELY FOLLOWING ILLNESS. 


Ss Sources of Nutrition Information 


1. National Institute of Information, ICMR Osmania P.0.Hyderabad Andhra 
Pradesh 500 007. 


Publications : (1) Nutrition - quarterly - cost/yr. Rs 2.00 
(English) 


(2) Poshan (Hindi) quarterly - cost/yr Rs 4.00 


Request —- Nutrition Notes- Published Bimonthly (no charge) 
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— Breast milk is the natural 
food for babies and especially 
suited for them. 


DO,s DONT*s 


Breast feed: Start within first * DO NO GIVE POWDER MILK 
2-3 hrs of birth. The first milk 

is very beneficial to the baby, as 

it contains substances that protect 

the baby from disease. 


Useful reference books 


1. Nutritive value of Indian food «+ Rs 9.00 

2. Recommended - Dietary Intakes for Indians -- Rs 4.00 

3. A list of current pub lic ations,some the of which are free are available 
at the following addresses 


EF NIN = 
National Institute of Nutrition Hyderabad 
II. UNICEF 


Regional Office for South Central Asia, 
UNCEF house, 73 Lodhi Estate 
New Delhi 110 003 


- A small voice - pamphlet about health and nutrition 


- Ideas forum , 
- Many publications are available - you could write for information 


request gratis publications. 
- Future (4 issues per year) subscription Rs 30/- 
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IIL. Nutrition Foundation of India 


IV. 


V. 


VI 


Dr C. Gopalan - B - 37 Gulmohar Park, New Delhi 110 049 


~ NFI Bulletin - request to be on mailing list 
~ other reports available - Scientific Reports 
- 1. The National Goitre control Programme 
2. Nutritional and Health Education through the Rural School System. 
3. Infant feeding practices with special reference to the use of 
commerical infant foods. 


WHO - WHO Regional Office for South -East Asia, World Health House, 


Indraprastha Estate, Mahatma Gandhi Road, New Delhi 110 002 


World Health : Published 10 times per year- Often Nutrition - related 
articles Write for list of publications available 


Central Health Education Bureau, (Government of India) 


Kotla Marg, New Delhi 110 002 
Publication & posters are available from this office. 


Swasth Hind (English) - Published monthly, subscription Rs 3.00 


Voluntary Health Association of India 


70 Institutional Area, Near Qutub Hotel, south of I.I.T.,New Delhi 110 016 
Write for list of publications, posters, visual aids, etc., available. 
Management of malnutrition at field level 


Refer Annexure 
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Guidelines for teaching CHVS 
Content: ; 
CHV needs to know: 


- definition of malnutrtion 

— some facts and figures about malnutrition and its causes 

- knowledge of basic food groups and their nutrient value. 

~ signs of malnutrition and assesment. 

- relationship between malnutrtion and infection. 

— prevention of malnutrition 

- importance of good nutrition during Pregnancy and lactation. 
— some low cost nutrition 

—- recipes 
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CHV needs to do: 


identify children and mothers with malnutrition. 


educate pregnant and lactating mothers about their diet 
encourage mothers to breastfeed 


teach mothers about supplementary and weaning foods. 
encourage the use of "kitchen gardens” 


Duration: et 2 days followed by re-emphasis and revision during 
clinics~ 


Methods/Materials: 


- group discussion/lectures 
- charts/posters, slides 

- demonstration 

- assignments 


DEMONSTRATE: 


Food portions for pregnant and lactating feeding mothers. 


“MCH 


ASK: CHVs if portions shown are feasible for low-income families in these 


communities. 


Within available resources - diet can be improved by 


- using 2 different kinds of cereals daily eg. rice + ragi or rice & 


wheat 
- using sprouted dehydrated grams. 
- using green leafy vegetables daily. 
HOW TO TEACH SKILLS REQUIRED. 
(1) Identification of signs of malnutrition. 
- show pictures on slides and ask CHVs to identify various signs 


- ask CHVs to help each other identify various signs in their 
communities 


own 


(2) Educate pregnant and lactating mothers about their diet, teach about 


supplementary or weaning foods, importance of breastfeeing. CHVs 


can 


role play, others in the group can observe and comment on the points 
mentioned/not mentioned. CHV can demonstrate preparation of high protein 


mix. 
(3) Encourage the use of “kitchen gardens” 
- help in planting drumstick and/or papaya trees, 
- mint can be easily exowd in a pot or old cigarette tin. 
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Malnutrition: 


Definition: 


* simply means improper nutrition 
the body needs foods of a certain quality and quantity for: 


+ 


(a) growth 

(b) day to day functioning 

(c) energy for work 

(d) to store for time of stress. 


* certain groups have more food requirements because of 


rapid 


growth, eg. children - especially belww 5 years, pregnant 


mothers 


* people who work more also need more food. 


* if the body does not get the right amount and the right quality 


of food it becomes “weak” or malnourished. 


Seme facts and figures about malnutrition and its causes. 


Causes:- 


* In India 85% of children are undernourished 


have 


* this results in high death rate in children 1-5 years of age. 
* 80% of pregnant and lactating women are anaemic - i.e. 
"less blood”. 


* get the group to express their views on causes. 
* point out that: 


POVERTY 
IGNORANCE > all play a role in causing malnutrition. 
INFECTIONS 


The foods we eat are divided iTitot 3 


* give examples how each of these three factors has an 
nutritional status. 


* knowledge of the basic food groups. 


the body. 


Group I - Engergy-giving food 


~ cereals = f.e. all erains and millets, rice, wheat, vagi 
- sugar, jaggery 
- fats, oils & nuts. 


impact 


8roups depending in their use to 


etc. 


Group II - Body - Building Foods 


All kinds of meats, fish, egg, 


milk & milk products, Pulses - all dhals, 
legumes —- peas, beans, groundnuts. 


Group III —- Protective Foods 
Fruits and vegetables, especially green leafy vegetables. 


* Our daily diet must contain one or more foods from each group. 
* EAT GREENS DAILY. 


* SIGNS OF MALNUTRITION. 


Show a healthy and a malnourished child if possible or show charts, posters 
or slides showing these. 


Assessment: 


Teach how to make and use arm circumference 
handbook. 


* Relationship betwen malnutrition & infection 


+ ask which children are always sick 

are these children strong & healhy looking or weak & puny? 

+ teach that the body fights infection if it is well nourished - 
this is why children who are well nourished FALL SICK LESS OFTEN 
AND also RECOVER FROM ILLNESS MORE RAPIDLY. 


oa 


MALNUTRITION 


UNABLE TO EAT "WEAK" BODY SO 
DURING INFECTION 9 <—------99-- nnn n nn rrrnrn --> MORE INFECTIONS 


Importance of good Nutrition during pregnancy and lactation. 


TEACH 

* a pregnant mother needs more food so that the baby can grow 
properly. 

* babies who are born small, i.e. low weight have more chances of 
dying 

* babies who are born small, also fall sick easily. 

* to avoid having small babies the mother must eat well during 
pregnancy 

* a mothers who is breast-feeding must eat sufficient food. 

* if mothers food intake is less she will not produce enough milk for 
her baby 

DEMONSTRATE: 


Food portions for pregnant and lactating mothers. 
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VITAMIN A 


1. The problem: 


1.1 Extent of the problem 
* Government of India estimates 30,000 children are becoming blind each 
year from Vit A deficieny. 
* National Nutrition Monitoring Bureau found Vit A deficieny of all 
families from infants to 12 years old (1981). 
5~}2 
States 0-1 I-50 Renn nna---------- 
Boys Girls 
Kerala Nil Nil Nil Nil 
Tamilnadu 1.4-1.5 Z Nil Nil Nil 
Karnataka 1.4-1.5 2 tae h 17,4 2 Ste ee 4 
Andhra Pradesh 1.4-1.5 % 8.6 % L7.4°% ig ae 4 
Gujarat Nil Nil 20,5 2 ky ae 4 
Orissa Nil Pah 15.1% Nil 
West Bengal Nil 2, 9°% 9.6% $0.5 2 
Uttar Pradesh Nil Nil 55° ak: 
1.2 Signs of deficiency 
a) NIGHT BLINDNESS - one of the earliest signs of deficiency which 


be reversed with Vit A 


remark that her child 


and can 
mother may 


preceedes physical changes 
treatment. An observant 
stumbles around in the dark. 


116 


b) 


c) 


d) 


e) 


£) 


g) 


DRYNESS OF THE CONJUNCTIVA - the conjunctiva appears dry, not shiny and 
there may be a brownish discolouration of the normally white portion of 
the eye. This can also be treated with Vit A administration. 


dry eyes —— 
(xerosis) 


BITOT°S SPOTS - foamy whitish, oval or triangular spots usually 
on the outer white portion of the eye - treatable with Vit A. 


PHOTOPHOBIA - a tell-tale sign of Vit A  deficieny easily 
demonstrated by moving a child from subdued lighting (inside a 
room) to direct sunlight - a child with Vit A deficiency (among 
other illnesses) will be unable to fully open its eyes. 


Drying of the cornea - ( clear part of the front of the eye ) - 
lacking its normal shine. This is still a reversible stage but 
if unchecked leads to progressive damage and complete destruction of the 


eye. 


Ulceration of the cornea - loss of part of the surface of the cornea —- 
can be partly reversed if caught in time if not it can result in 
destruction of the cornea and blindness. 


Complete destruction of the cornea and other tissues of the eye —- 
infection almost always follows within a few days - the other eye can 


OF VITAMIN A - which is easily available in its precusor form (carotene) 
in green and yellow vegetables. 


LL? 


y 
t~ 


1.3 Relationship of Vit A deficiency and overall child health (State of the 
World’s Children, 1986) 


* although the relationship between xerophthalmia and severe Vitamin A 
deficiency has been clearly established, only one large scale study so 
far has looked at the relationship between the lack of Vit A and 
overall child health. For an 18 months period, 4,000 Indonesian 
children aged 1-5 years were given health checks once in three months — 
health records from over 20,000 such visits were assembled and the 
differences in the health records of the children with and without 
signs of Vit A deficiency were analysed. 


2. The Solution : 
2.1 The Government Programme :; 


* The National Programme for Control of Blindness initiated in 1976 
aims at reduction in incidence of blindness from 1.4% in 1982 - 
83 to 0.3% in 1999. 


* At present ANM’s and other paramedical workers distribute the vitamin 
in the form of flavoured syrup once in 6 months to children 1-5 yrs of 
age during their home visits and maintain a record of their 
distribution. 


* An evaluation of this programme was undertaken by the National 
Institute of Nutrition in the State of Andhra Pradesh, 
Gujarat ,Karnataka,Kerala, Maharashtra, Orissa,Rajasthan and West 
Bengal. This evaluation covering over 70,000 children in 58 sub-centres 
reported the following main findings: 


(i) a low coverage of only 50 percent 
(ii) inadequate records of supplies and distribution of Vit A 
(iii) reasons for poor coverage were 
- irregular and short supply of the vitamin 
- lack of preparation of the community 
- disturbed work schedule of the ANM due to family 
planning work 
- lack of supervision 
The evaluation report concludes - “ This programme was conceived as 
a short term measure..... until such time as the most rational 


and permanent solution takes over - improving the intake of Vit A through 
the habitual diet.” 


* UNTEL THE SHORT TERM MEASURE IS COUPLED WITH CONCURRENT ENERGETIC ACTION 
TO PROMOTE THE LONG TERM OBJECTIVE, THE PREVALENCE OF BLINDNESS due to 
Vit A deficiency will remain. 
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2.2 Foods rich in Vitamin A: 
A - Non-vegetarian - egg 
— fiver 


— butter 
—- fish 


S 


B - Vegetarian - all green & yellow vegetables 


- An average daily intake of 50 gms of green vegetables provides the required 
amout of Vitamin A for buildingup of the vitamin in the body to provide for 
the lean seasons. 


- 100 gms intake of a mixture of green leafy vegetables by pregnant and 
lactating women will ensure adequate stores for the infant at birth. 


UNITS for Vit A activity 
The usual practice is to express Vit A value of a food stuff in terms of 
international units of Vit A. In vegetable foods the carotene content is 


usually converted to Vit A in the body assuming that 0.6 ug Gf carotene = 1 
ijl. ot Wie A 


The values for Vit A are also given as Be of retinol 
0.3 pg of retinol = 1 1.U. of Vit & 


* I.U. = International Unit 
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(3) Guidel 
3.1 CHV ne 
2 In 
* Sig 
* Vit 
* Foo 


ines for teaching CHV. 


eds to know, 


India 30,000 children go blind each year from Vit A deficiency. 
ns of Vit A deficiency 

A prophylaxis 

d sources of Vit A 


3.2 CHV needs to do, 


* Loo 
* Edu 


3.3 Howt 


ASK - 


EXPLAIN 


k for early signs of deficiency 
cate mothers to use greens daily 


o teach this lesson : 


if there are children with “night blindness" in the community 
explain the term night blindness. 


Allow time for CHVs to think, stimulate them to respond if 
necessary. 


the thoughts of the CHV’s as to the possible causes of the condi- 
tion. 


- Vit A has a protective function - preserving the tissues of 
the eye so that vision remains intact. 


- Therefore a lack of the Vit A in our food leads to destruction of 
the eye and causes BLINDNESS. 


~ In India 30,000 children go blind every year as a result of lack 
of Vit A. 


- Why is this ? 
- Is Vit A difficult to find ? 
- Where can we get enough Vit A ? 
in our daily diet by eating foods that contain this vitamin. 


- Explore possible food myths that exist regarding these foods 
i.e. “hot” and “cold” foods. 


- Explain that CHV mut learn to respect these ideas - and 
substitute another source if the community feels strongly about 
one particular food - eg. if drumstick leaves are considered 
"hot" substitute another green leafy vegetable as an equally 
good source. 


- Explain the Govt. programme involves: 
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Chart A Mortality rates in relation to eyesight status, Chart C Incidence of diarrhoeal and respiratory disease 


(indicator of vitamin A status) among adequately nourished and undernourished 
77 NB + BS children with and without xerophthalmia, (by age) 
Ty [| Without xerophthaimia [3] With xerophthaimia 
S Adequately nourished Undernourished 
S 35-5 (weight for length (weight for length 
= = 90% of standard) = 90% of standard) 
3 *~ BY%G2 
2 
> 
£ 
6 14-6 
=> 


Eyesight status 


08 100 200 300 
Diarrhoeal disease rate (per 1,000 child intervals) 


Chart B Incidence of diarrhoeal and respiratory disease 
among children with and without xerophthalmia, (by age) 


=| With xerophthalmia® 


0 ag 250 rma? 
Diarrhoeal disease rate (per 1,000) ) 100 200 300 
Respiratory disease rate (per 1,000 child intervals) 


Chart D Age-specific mortality, (preliminary results) 
VILLAGES WITHOUT 


VITAMIN A 
SUPPLEMENTS 


o 
. 250 ¢ 40 
Respiratory disease rate (per 1,000) 8 
IT ects aiken ficial ® 
*Without xerophthalmia = Children with normal eyes at both i 20 VILLAGES WITH 


VITAMIN A 


rt and end of the 3 month observational interval. 
Be SUPPLEMENTS 


With xerophthalmia = Children with mild xerophthalmia 
(night blindness and/or Bitot’s spots) at both the start and 0 
end of the interval. 
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(a) Education about food sources of Vit A 


(b) Giving Vit A by mouth to children 1-5 years of age 200,000 units 
once in six months. 


- Summarise and review the main points in the lesson. 


3.4 Suggested duration one OS day 
3.5 Method/Materials ... - Group discussion/Minilecture 
- Charts/slides showing signs of Vit A 
deficiency 
- demonstration - green’ and yellow 
vegetables 


- Vit A solution or capsules. 
3.6 Assessment .+- Question/answer 


Observation of participation during 
revision session. 


(4) How to manage Vit A prophylaxis at village level 
As PM you should know that 
(i) Vit A solution can be obtained 
- from DHO office 


READ THE LABEL TO SEE THE CONCENTRATION. Government supply usually 
contains 100,00 units/ml A 2 ml spoon is supplied with the bottle. 


- from the chemist 
again read the label to make sure of the strength. 
The dose is 200,000 units every 6 months 


ii} ~Bs should be instructed to give Vit A in the dose recommended 
(200,000 units every 6 months) TO ALL CHILDREN 1 - 5 years of age 


YOU COULD GIVE VIT A TO ALL CHILDREN IN YOUR PROGRAMME IN JANUARY 
AND JUNE EACH YEAR. 


5) SUMMARY: 
- 30,000 children go blind each year from Vit A deficiency 
- This blindness can be totally prevented by giving Vit A 


200,000 units once in 6 months 
- EDUCATE ABOUT FOODS RICH IN VIT A. 


122 


SECTION III 


WOMEN AND HEALTH 


1. WOMEN’S HEALTH AN INTRODUCTION 
2. CARE OF WOMEN DURING PREGNANCY 
3. CARE OF WOMEN DURING DELIVERY 


4. CARE OF WOMEN AFTER DELIVERY 


WOMEN~S HEALTH 


1. The role and status of women 


1.1 Folk Tale from Kenya 


Here is a folk tale from Kenya which aptly describes the role of the Indian 
women in family and society. Once upon a time very long ago God needed some 
one to help him with some work that he wanted to have done. He turned to 
women who already had their hands full even in those days. Just when they 
were sitting making milk jugs and water basins and mats to cover the huts God 
summoned them, “come here I shall send you on an important mission. The women 
replied, “Yes we are coming but wait a moment, we shall just finish our work 
here. After a while, God summoned them again. Wait a moment, we are nearly 
done. Let us just finish our mats and jugs, “said the women.” 


The men did not have to milk, nor clean homes, fetch wood and water as the 
women did; their only duty was to put up a fence and protect the livestock. 
So since the moment they had nothing else to do, they came running at Gods 
call and they said, “send us instead father". Hereafter, women, your chores 
never will be done. When one is completed the next will be waiting for you. 
The men may rest well as they came at once whem I called but you women will 
have to work and toil with neither pause nor rest till the day you die. AND SO 
IT HAS BEEN EVER SINCE... 


1.2. The economic contribution of women: 


The fact that women in India contribute considerably to the national and 
family economy and this contribution is not accounted for (it is taken for 
granted). There are few opportunities for women to gain training, credit or 


paid employment. 


1.3 Women’s chores: 


Social tradition, customs and economic necessity keep women tied to household 
responsibilities and children, they are also busy in the fields gathering 
fodder or fetching water, women are rarely visible at meetings and community 


gathering which are mostly attended by men. 
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WHAT THE RURAL WOMAN DOES WHAT SHE RECEIVES 


- Prepares the fields Low paid job, an overworked 


- Plants crops childhood. 

- Transplants seedlings 

- wendt Mechie Inadequate diet and heavy 

- Harvests work load for pregnant 

- Irrigates mothers. 

- Selects seeds Early marriages, care of 

- Processes grains children. 

- Prepares food 

- Washes dishes and clothes Many and close pregnancies and 
- Cleans the house care of children. 


- Collects and carries water 

- Gathers fire wood, and makes 
Cow-dung cakes for fuel 

- Takes care of the families 

- Takes care of the animal 

- Does a number of other chores 


SMUD DE 98 OF 8 
~ MALNUTRITION-— | 
Ave rage weight of women j 


in i 
USA Central America India 


| Female foetcide 


VOICE... 


The Journal of the EMFI 


2. The Health of Women 

The health problems of women in our country are primarily related to her 
social status in society. This factor of social status is important 
irrespective of the economic group to which the women belongs.In the case of 
women from poorer families the risk due to being female are added to the 
already present risks of poverty. 

Women’s health in India - Some facts 

* Most Indian women are anaemic 


* The general standard of living and the social status of women is very low 
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* Repeated 
susceptible 


to diseases. They also have little time to tee care of thelr 


Most women are illiterate and malnourished 
child births and short spaces between the birth wake women 


aed 


own health and the health of their families. 


* Women are over worked. 


They cannot 


physically with all their responsibilities on their 


shoulders and as a result it affects their health. 


* Women lead a life of drudgery, their daughters continue to do the same. 


3. Some important reasons for the low health status of women in India 


3.1 Nutritional status 


- Several 


studies in India have shown the difference in the nutritional 


status of female children as compared to male children of the same age. 


COMPARISON BETWEEN THE NUTRITIONAL STATUS OF MALE AND FEMALE CHILDREN 


Privileged 


Under-privileged 


Normal nutrition 70-80% of the expected Less than 70% of 
weight for age the expected 
weight for age 


M F M F M F 
86% 70% 10% 11% 4% 13% 
43% 26% 43% 24% 14% 50% 


3.2. Utilization of Medical services 


- Women utilise health services much less than males. 


UTILIZATION OF MEDICAL FACILITIES 


BY SEX IN WEST BENGAL 


Out-door patients attending 
Hospitals/Dispensaries 


Men Women Total 
33 91,064 20 ,45,481 54,36,545 
57,41, 381 43,31,218 L, 00,72 599 
84 ,02 ,742 63,38,910 t ,47 41,652 


3.9 Social status : Perhaps the single most important reason for the low 
or: health status is that they are not valued as much as males. 


THIS SEX DISCRIMINATION BEGINS AT BIRTH AND CONTINUES THROUGHOUT A WOMENS LIFE 
- as is evidenced by the following points. 


* the birth of a female child is not greeted with joy as it the birth of a 
male child. 


* a female child is not given the same opportunity for education as a male 
child - as seen by the difference in M/F enrollement in Primary and 


Secondary schools. 


98 65 39 20 
This leads to the M/F difference in adult literacy rates, in India as: 


Males 46.89% Females 24.82% 


(Health statistics of India 1985) 


In addition culturally, menstruation and child birth, both a natural part of 
womens life have been associated with impurity and several restrictions have 
been imposed on menstruating women. 


There are several other ways in which women are discriminated 


- it is this factor which is responsible for low nutritional status of females 
throughout their lives as well as the fact that ill health among women is 
not taken seriously. 
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4. Some solutions to the problem 


4.1. As a Programme Manager you should yourself be aware of the problem aud 


recognise that the major cause of ill health in women is 
discrimination against them. 


f? 
ae 
& 


READ ARTICLES IN NEWS PAPERS, WOMENS MAGAZINES TO RAISE YOUR OWN 
AWARENESS OF THIS PROBLEM 


4.2. Encouraging Female Literacy 


Empowering women through education has enormous potential in raising the 
level of maternal, infant and child health. Note the relationship between 
IMR and the education of women as seen in the following chart. 


LLL LLL LLL LS SS SS SS SS SS SD NS SS SS SE SS eS SS we Se eS SD es eS ees ee wee ce ee es em ee a ee ee ee ee ee 


Education of women Infant Mortality Rate 

Rural Urban 
Illiterate 145 88 
Literate below primary 101 57 
Primary and above 71 47 


Sources: survey on infant mortality in 1979. Office of the 
Registrar General. 


Rising female literacy is closely associated with falling infant mortality 


icy 


4.3 Womens groups 


A health programme in Tamil Nadu decided that they should shift their -opeeaanid 
from providing MCH services to educating the women in the villages a ay 
economic and social issues. Instead of providing services, the women shou 
be organized to demand services from the government. The health worker's main 
function was to educate women about all the government programmes, meant for 
the village people but which never reached them. : Working in this direction 
led to the women "flooding the government PCH 's to get their children 
vaccinated”. The much surprised health authorities then decided to 
collaborate with the health programme to provide health services in these 
villages. 


AND THEY SHALL BEAT THEIR POTS 
AND PANS INTO PRMTING PRESSES 


AND WEAVE THEIR CLOTH INTO 
PROTEST BANNERS 


This experience gave the women confidence in their power as an organized 
group. The women went further, to take up other issues which affected them. 
One such issue was that of drinking water. In one village a committee of the 
womens group had gone several times to the Panchayat Union Office but this 
effort proved to be a waste of time and money. So they decided to go in large 
numbers to get their demands for drinking water met-this time carrying their 
earthernware water pots. But as always the Panchayat Office was not 
concerned. So the women broke their pots in the office and returned home. 
This dramatic gesture had its effect. Within two weeks the Panchayat officers 
came to the village to discuss the problem and before the end of the month, a 
drinking water pump was installed in the village. The men of the village 


could not believe their eyes because they had given up the issue long ago as 
impossible and unrealizable. 


5. How to impart this knowledge to the CHVs 
5.1 Points in teaching this lesson 


Use the folk tale from Kenya to generate discussion on the role of women. 
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ask your CHV about their reactions to the stories. Share with them the 
facts about the low health status of women. 


* make them aware of how society discriminates against women- share facts 
male female differences in nutritional status, literacy and social 
which discriminate against women. 


on 
customs 


* share stories like how women in Tamil Nadu obtained services they required 
from the government. x 


5.2 Suggested duration of training CHVs: 3 1/2 hours 
5.3 Teaching aids: 


Collect ahead of time newspapers, magazines ,articles, highlighting 
discrimination among women. 


5.4 Assessment: 
- questions/answer 
- role play on the life of women and change brought about by education and 
organisation. 


6. Summary 


* The low health status of women in India is largely due to discrimination 
which begins at birth 


* Women in India have a much lower status than men. 
* The problem of discrimination can be overcome by 
- Raising awareness of the problem 


- Increasing female literacy 
- Organising women into action groups 
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~ Balanced Diet for Pregnant women (refer chapter on Nutrition). 


* How to make this possible for low income families. 


“- See tips and low cost nutritious recipes in the chapter on 


nutrition 
4.Detection and advice for "High- Risk” mothers 


a) Definition - a "High risk” mother is a pregnant women with any of the 
following characteristics. 


* Age 17 yrs and below; 35 yrs and above. 
* Having 6 or more children 
* Bad history of past pregnancies. 


i.e. Two or more spontaneous abortions 


Two or more premature births i.e. born before 9 months, previous ceasarean 
section, prolonged labour, previous still births 


* Short stature (less than 140 cms in height ) 

* Hb less than 10 gms %. 

* Vaginal bleeding during pregnancies. 

(b) Why are these mothers considered “High risk"? 


Because there is possibily less chance of these mothers delivering a live born 
child. 


So these mothers need more care 


* more frequent checkups 
* a referral to the hospital for more detailed examination 


5. Danger signs in Pregnancy: 


These are signs which alert you to the possibility of a problem in the 


~~ HEAD ACHE 


SWELLING 
BLEEDING 
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If have headache or trouble 
in seeing. 


DURING THE LAST 3 MONTHS 


d 
OF PREGNANCY bis 


If face and hands begin to 
swell-may be suffering 
from TOXEMIA OF PREGNANCY 


GET MEDICAL HELP 
If only feet swell, proba- 


bly is not serious. But 
watch out for other signs 
of toxemia. Use little or 
no salt. 


- BE SURE YOUR FIELD WORKERS KNOW THESE SIGNS so THAT THEY CAN GET ADVICE 
AND SPECIFIC TREATMENT FROM HOSPITAL STAFF. 


Bleeding from the Vagina 
Swelling of the face or feet 
Severe, continuous Headache 
Persistent vomitting 

Pain in the abdomen 

Chills or fever 

Escape of water from the Vagina 


+e ee ee 


6.1 GUIDELINES FOR TEACHING CHVS 
- Training objective: At the end of this session CHVS should understand 
the’ reasons for ante-natal care, know how to detect high-risk 


pregnancies, give the mother appropriate advice during the pregnancy ’ 
and thus be able to motivate her to accept ante-natal services. 


- Content 
CHV needs to know: a pregnant mother’s need 


1. GOOD NUTRITION - as pregnant mother needs to eat for two -herself and her 
unborn baby. 
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EMPHASISE: —- ALL PREGNANT WOMEN SHOULD RECEIVE TETANUS TOXOID INJECTIONS 
PROTECT THEMSELVES AND THEIR BABIES FROM TETANUS. 


SUMMARY: 
- ANTENATAL CARE IS IMPORTANT FOR CHILD SURVIVAL 
- HIGH - RISK MOTHERS NEED MORE SPECIALISED CARE. 


~- THE CHV CAN PLAY A KEY ROLE IN EDUCATING MOTHERS AND MOTIVATE THEM 
ANTENATAL CARE. 


From 3 month - 7 month 
- once a month 


From 7 month - 9 month 
- every two weeks 


After 9 months - 
—- every week 
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CARE OF WOMEN DURING DELIVERY 


l. Delivery: 
Process by which the baby is brought out from the womb 
2. How to know the approximate date of delivery. 


Start with the date when last menstrual period began, subtract 3 months and 
add 7 days 


For example, last period began on May 10, 86 May 10 minus 3 months is February 
10. Plus 7 days in February 17, 1987. 


The baby is likely to be born around Feb 17, 1987. 


REMEMBER THIS IS ONLY AN APPROXIMATE DATE THE CHILD MAY NOT BE BORN ON THE 
EXACT DATE CALCULATED. 


3. Preparation for delivery 
Remember - BIRTH IS A NATURAL. EVENT 


When the mother is healthy and has a normal course of pregnancy baby can _ be 
born without help from any one. 


If there is any reason to suspect there will be problems during delivery send 
the mother to health center or hospital 


THINGS THAT MUST BE READY BEFORE DELIVERY: 


1. A lot of very clean clothes/rags (washed and dried in Sun) 


2. Soap for washing hands. 
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3. A new razor blade to cut the umbilical cord 


4. Two ribbons or strips of clean cloth for tying the cord 


- SOME OF YOUR CHVS MAY BE TRAINED DAIS WHO WILL HAVE WITH THEM A DAIS KIT. 


What is a DAIS KIT? 


A Dais kit contains the minimum necessary things that are needed to conduct a 
clean delivery at home. This can be lo ally made in a sub centre or in a 
hospital. 


Each kit contains: 
One new razor BLADE 


Two pieces of sterile COTTON 
Two strips of THREAD 
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Mother should be visited by the CHV more often to talk to her and assure her. 
Mother should be advised to keep her bowels and bladder empty. 


In a normal delivery Head of baby comes out first. 


Dos and Donts during, delivery 


Dos: 


- Encourage mother to eat quick energy food during labour like warm milk, with 
sugar. 


- Advise the mother to breathe regularly and relax her entire body during each 
contraction. 


- Rest between contraction - she may sit or walk 


- Advise to bear down only when the bearing down pain is felt and bear down 
only during contractions. 
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- while baby’s head is coming out ask mother to breathe slowly. 


- After child birth, wait for the placenta to come out by itself. 


Never pull on the cord. 
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Encourage breast feeding immediately 


- “First ailk” (colostrum) contains 


rich substances that increase baby’s 
resistance against germs. 


DONT“S 


— Do not push the baby downwards 


~— 


p 
Ss > 


- Do not tie the mothers abdomen 
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- Do not insert fingers into mothers vagina 


- Do not use unclean or rusty knife or scissors or blade to cut umbilical , 
cord. This may kill the baby with tetanus. 


THIS BABY'S CORD WAS LEFT LONG 


KEPT TIGHTLY COVERED, AND NOT 
KEPT ORY. 


THIS BABY’S CORD WAS CUT SHORT, 
EPT DRY, AND LEFT OPEN TO THE At 


: ey a, 
rae | 
v ; , (E 3) 


HE STAYED HEALTHY 


HE DIED OF TETANUS. 


- Do not pull on the umbilical cord to bring out the placenta 


- Do not apply any dirty material (ash, saliva or cow dung) oa the umbilical 
cord 
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5. Points for referral: 


~ Labour lasting for more than 24 hours 
- Women with short stature. 


- baby~s hand or legs are seen on the vagina 


- remember this can happen to a mother who has born children 5 times or more 
and to mothers in whom placenta has not come out fully. 


- Severe lower abdominal pain 


- fits during labour 


6.How to share this knowledge with co-workers. 


Your co-workers may be able to conduct delivery at homes. Some of your CHVs 


may be traditional birth attendants. 


CHVs need to know: 


- Cleanliness at the time of delivery is very important for both mother and 


baby. 


- The mother should bath and put on clean clothes during delivery. 


143 


-~ Midwife should have clean hands while attending the mother or the baby 


-~ Clean rust free instruments must be used to cut the cord (a new blade 
will do) 


— who are the traditional birth attendants in her village 
CHV needs to do: 

How to prepare for delivery? 

Educate the mother about cleanliness during delivery. 


Inform the F.S. about the results of the delivery i.e. live born/still born 
child male/female, date of birth and the well being of the mother and child 
following delivery. 


Teaching materials needed: 

A. Pictures showing 

(1) Birth of a baby (normal delivery) 

(ii) Cutting of cord 

(iii)Donts during delivery 

B. Dais kit 

Suggested teaching methodology: 

- Ask CHVs who conduct the deliveries in her village. 

- How many mothers/children died during deliveries in the previous year 

- In their opinion what was the cause of death 

- INITIATE a discussion from this 

- EXPLAIN the possible causes of death that had taken place in their villages 

- STRESS on the importance of cleanliness during delivery 

- ARRANGE - if possible for the CHVs to watch a normal delivery at the 
hospital 

7. Suggested Duration : 2 hours 

8. Assessment: 

Observation during discussioms and question and answers 

9. Summary: 

It is possible to have a safe, clean delivery in homes. CHVs should know and 


educate the expectant mothers about preparaion for and cleanliness during 
delivery. 
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CARE OF WOMEN AFTER DELIVERY 


1. Care of mother immediately after delivery: 
1.1 Cleanliness 


- a daily bath is a must 
- wash genital area every day 


BE AWARE THAT CULTURALLY IN SOME COMMUNITIES A FULL BATH IS NOT GIVEN TILL 
SOME DAYS AFTER DELIVERY. 


1.2 Breast care 


- may need gentle message towards the nipple to enhance milk flow. 


- cleanse nipples with warm water before feeding the baby. 


Take hold of the breast then move your hands and finally, squeeze the 
way back, like this, forward, squeezing, milk out of the nipple. 
ah 
6 A 
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1.3 Advice about Diet. 


- It is very important that the lactating mother eats a good diet so that she 
can produce enough milk for her baby (see chapter on nutrition for diet 
during lactation.) 


2. Some common problems after child birth. 
2.1 Fever 
- if it lasts more than 2 days is most likely due to an infection. 


- this must be treated - consult your hospital for advice on how to handle 
this problem at village level. 


2.2 Prolonged vaginal bleeding. 


- after child birth vaginal bleeding usually last for 7 - 10 days and has no 
foul smell. 


- bleeding beyond 10 days needs further treatment again you will need to check 
with your hospital how best to provide this treatment as far as possible at 
village level. 


The woman is losing 
blood through the vagina. 


- The field supervisor should visit and give appropriate advice aad iron 
tablets to all women who have prolonged bleeding. 
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2.3 Breast problems: 


~ Cracked and sore nipples can cause difficulty in breast feeding and thus. 
result in Breast abcess formation. : 


- Treat cracked and sore nipples with application of a paste made with 
turmeric and a little oil - between feeds 


- Remember to instruct mothers to wash nipples before feeding. 


- Reddness and swelling of the breast are early signs of infections in the 
breast - consult your hospital how best to deal with this problem. 


3. Care of the New born: 


- leave the child close to the mother. 
- the umbilical cord should be tied properly and kept dry. 


- mother should be encouraged to breast feed the baby at the earliest 


REMEMBER THE FIRST MILK (COLOSTRUM) IS RICH IN SUBSTANCES WHICH PROTECT THE 
CHILD FROM MANY DISEASES. 
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4. Points for referral 


Childbirth fever can be very dangerous. 


- continuous vaginal BLEEDING tf the eee ee aad Hot oot well soon, get medical help. 


- FITS following delivery 
- HIGH FEVER with chills 
- foul smelling discharge from vagina 

- fresh vaginal bleeding after ten days 
- painful engorged breast 


5. How do you share this knowledge with your CHVs 
Duration: 1 1/2 hours 


Teaching methods 
Question and Answers, Discussion 
Teaching aid and materials needed:- Flash cards, posters 


The CHV NEEDs to know: 


personal hygiene of the women is very important following child birth 
What some of the problems after child birth are 

the diet for lactating mothers (refer chapter on nutrition) 

when to visit mothers 

importance of feeding colostrum 


+ eee He 


methods) 
THE CHV NEED TO DO 


- visit the postnatal mothers three times during postnatal period 


appropriate family planning methods (refer chapter on family planning 


- Identify any problem during the postnatal period and report the following 


to the field supervisor: 
— name and age of the women 
—- sex of the child 
- the person who attended the delivery 
- what instrument was used to cut the cord 
~ any material applied on the cord 
- whether baby was given breast feed following birth 
- Advise the mother on breast feeding 
~ Diet during lactation 
- Personal hygiene 
~- Counsel on family planning 


6. Assessment: 


— questions and answers 
— group discussions 


| 


- Summary: 
THIS IS THE IDEAL 
~ Women need special care following delivery TIME FOR GIVING 
- Certain problems can occur during this period INFORMATION ON 
SPACING OF CHILDREN 
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SECTION IV 


COMMUNITY BASED ACTIVITIES INCLUDING MANAGEMENT OF ILLNESSES 


1. WORKING IN AND WITH THE COMMUNITY 
2. GET TO KNOW YOUR COMMUNITY 

3. HEALTH EDUCATION 

4. MANAGMENT OF MINOR ILLNESS 

5. TUBERCULOSIS 

6. LEPROSY 


7. ENVIRONMENTAL SANITATION 


WORKING IN AND WITH THE COMMUNITY 
1.1 Definitions: 
Consider and discuss the following definitions: 


- A community is a social group determined by certain common values and 
interests, and often (not necessarily) by geographical boundaries. 


- A community is a group of people living in a certain area (such as a 
village) who have common interests and live in a similar way 


- In the above definitions, “relationships betweenmembers of a community” is 
generally assumed to be “agreable and “harmonious” 


1.2 Why is it necessary to know the structure and function of a community? 

- To be effective in a community based primary health programme all members of 
a health team need to be aware of, and know many aspects of community life 
such as: 


People’s customs, beliefs the communities perception of health problems etc. 


- Earlier, we seemed to have said that most concepts of “community” implied 
that relationships between members in a comunity are usually “Harmonious”. 


However persons living in the same village (or neighbourhood) do not always 
- Share the same interest, 
- Have the same degree of power 
- Get along ~harmoniously” with one another 


Even the poor and relatively powerless are often divided among themselves. 


In the light of the above, a more appropriate definition may be: 


- a community is a group of people living together in a certain area, with 
BOTH elements of shared interest and harmony, and elements of conflict. 


The idea that people will work together simply because they live 
together is probably a myth.Members of the health team must know this to 
learn how to take this into account in trying to help the weaker sections of 


the community. 


1.3 Structure: 
All communities have “Leaders” and ~social” groups” _ these are important 
elements in the Power structure” of the community. 
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Changes can occur only by working within these existing power and influence 
configurations in a community. Some sources of power and influence are 
community leaders caste and class. 


Community leaders: 

Leaders can be classified as: 

(a) Formal (official) . These are individuals who are either employed by the 
Government, such as BDOs, Tax collectors, school teachers, or elected for 
state assesmblies or parliament. 

(b) Informal - Thes are those who derive their influence (and some power) from 
the people of the community for qualities of wisdom, competence in certain 


areas, and altruistic interest in the good of the community. 


Examples: Religious leaders, Head of an influential household, traditional 
healers, women leaders, youth leaders. 


Both among formal and informal leaders, some have genuine interest and 
concern for people but some are selfish and corrupt. 


Some leaders are Others are 
humble and fair. conceited and corrupt. 


It is essential that health workers learn to identify and work with 
those leaders who share and defend the interests of the poor 


IT IS ESSENTIAL THAT HEALTH WORKERS LEARN TO IDENTIFY AND WORK WITH SUCH OF 
THESE LEADERS WHO HAVE AN INTEREST IN SHARING AND DEFENDING THE INTERESTS OF 
THOSE WHO TEND TO BE NEGLECTED BECAUSE OF POVERTY AND POWERLESSNESS. 
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HOW CAN WE IDENTIFY INFORMAL LEADERS? 


A perceptive comunity health volunteer selected from a community will usually 


have some idea of the informal leaders. There are some methods that help in 
identifying thenm.. 


(1)  Sociometric method: You may ask several recognised leaders to name three 
or four persons whom they considered as leaders. The names of those 
mentioned frequently are taken as leaders. 


(ii) The sampling method: Interview the head of every third, or fifth family 
as to whom his family would like as a leaders, or consult when there is a 


problem. The persons whose names are mentioned most frequently are 
considered leaders. 


(111) Observation method: Observe which persons in the community are consulted 
frequently by the people when in need of advice, or who take the 


leadership roles for festivals, public function etc. A combination 
of these methods may ensure that various groupsin the community are 
represented. 


WORK CLOSELY WITH THE LOCAL LEADERS. TRY TO 
GET THEIR COOPERATION IN LEADING COMMUNITY 
PROJECTS AND IN GETTING PEOPLE TO PARTICIPATE. 


DONT~T FORGET WOMEN. 


SUPPORT FROM BOTH TYPES OF LEADERS IS DESIRABLE AS THEY CAN INFLUENCE THEIR 
RESPECTIVE SUBGROUPS, TO HELP IN THE PROCESS OF ACHIEVING THE DESIRED CHANGES. 


Caste: 


The caste system is probably unique in India. It has a fairly big role to play 
in the dynamics of community life. The higher castes are also generally the 
richer people, and the combination of caste status and money power makes them a 
“power-group” to contend with. 


IT IS IMPORTANT TO REMEMBER THAT NO LEADER IS ALL GOOD OR ALL BAD. THE 
CHALLENGE FACING MEMBERS OF THE HEALTH TEAM IS TO BRING OUT THE BEST IN ANY 
LEADER WE HAVE TO WORK WITH. 


YOU CANNOT IGNORE LEADERS. IF YOU WANT CHANGES IN THE COMMUNITY. 


rr) 1 <2 $2 2 
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POINTS: TO IDENTIFY LEADERS WHC ARE LIKELY TO BE SUPPORTIVE RATHER THAN 
SUPPRESSIVE OF COMMUNITY~S GROWTH. 


* How was the leader chosen, and by whom? 
* Does the leader represent the interests of everyone in the community. 
* Will this leader*s decisions, and advice affect people s health? 


* Is he impartial? give examples to corroborate your answers. 


1.4 VALUES , CUSTOMS , BELIEFS 


Ja communities, in course of time develop a set of customs, and belief 
pattern, which become well established and entrenched. The more’ traditional 


society the more established these are. 


We should examine our tradition critically, and preserve those elements which 
are good... and have stood the test of time... we should not hesitate to modify 
or even throw away those ‘elements which maybe... obsolete or harmful 


It may be worthwhile looking at some examples of values and customs, that have 
a relationship to health and the health delivery system. 


i) A valuable aspect of our tradition is its non-consumerist approach to 
life,value and pride in simplicity of life with no undue desire to possess 
and accumulate things. This is in total contrast to the ~consumerist” 
life-style of the industrial West. A return to our tradition with some 
adaptations, is a sater road to health for India. (Is Gandhi relevant 
today ) 


fi) Our tradition places strong emphasis on simple but effective things such 
as naturopathy, yoga, use of herbs. Recent critical research is 
establishing the scientific evidence of these. Promote them. 


Yes and much 
Cheaper since 
you grow your 
Own Ragi.The 
Canjee wili 

make him even 
Stronger is 


Do you mean 
Ragi Canjee 
my Granu- 
mother 
always used 
to make is 
better tor 


my baby You mix in 

then canned masneq leaves 
condensea ono «a little 
milk? Oil Feed hi 


often 


ide 


Customs and traditions 


- There is a need to take seriously the concept that there are beneficial 
customs and traditions. 


- Health professions in general have been guilty of the following: 


a) “Looking down” with scorn on local beliefs and traditional forms of health 
as old fashioned, unscientific and worthless. 


b) Failing to take interest and look at local traditions and customs that are 


related to health, and evaluating them as to their value and effectiveness 
etc. 


“Looking down” with scorn is the worst kind of approach. 


Many health problems in communities today are the result of people 
old customs for new ones, taking to new “styles of life” without critically 
analysing the “Pros” and “cons” of the old and the new, and often through the 
pressure of powerful advertising and propaganda for use of new device. 


abandoning 


Examples: 


1. Breast feeding has been overtakem by bottle feeding, the latter being 


largely due to promotion by international companies. There is ample evidence 
to show that. 
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2. The general pattern of young wife’s going to their own mothers house for 
delivery and staying on away from the husband, resulting in a form of 
abstinence and aided by the belief that sexual union when the child is on 
the breast is taboo for various reasons has helped spacing of births. 


The breakdown of this pattern due to various sociological factors, has created 


some problems such as lesser spacing of birth, and more unwanted pregnancies, 
increasing abortion, and so on. 
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The Cultural interface between subcultures 


It 1s important to realise that the members of the health team, (except for the 
CHV who is of the community itself) by virtue of their education and some 
acquired attitudes and life-styles, have become an educated eletistic 
subculture, and are therefore outsiders, to the village community. There is 
thus a subtle cross-cultural interface, which needs to be recognised, and dealt 
with by the health professional. 


SUMMARY 


HEALTH PROFESSIONALS CONCERNED WITH PROMOTING HEALTH NEED TO BE AWARE OF THE 
IMPORTANCE OF RESPECTING LOCAL TRADITIONS, HELPING PEOPLE TO SORT OUT THE 


BENEFICIAL FROM THE HARMFUL, AND PROMOTING DESIRED CHANGE WITH AND BY THE 
COMMUNITY F 


2. COMMUNITY ORGANISATION 


2.1 All communities are organised: 


In predominantly agrarian communities, organisation was simple. The foci of 
power, or decision making was limited to few people. 
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- Experiments in organising small communities where people relate harmoniously 
to each other and to nature, and are largely self-sufficient and self-reliant 
in food, clothing and basic educational and health facilities have been tried 
in various countries, with varying degrees of success. Gandhi’s experiments 


in Sevagram, the ashram movements, ~communes~ in China and elsewhere are 
examples. 


= Such groups do demonstrate effective democratic organsiation but are 
difficult to replicate. 


2.2. The Gram Panchayat and the Panchayat Samiti 


As Project Manager you should be familiar with the patterns of community 
organisation exisiting now. 


Essentially it is a establishment of a Panchayat Raj system with a three tier 
structure of local self-Government at village, Block, and district levels, with 
all three levels being bound together, and members are elected, and there is a 
special representation of various bodies, such as the womens groups, 
cooperative societies etc. The Panchayat Samiti, (i.e. the union of panchayat, 
of a community development block is responsible for agriculture, rural 
industries, health including medical relief and maternity and child welfare, 
village roads, tanks, and wells and maintenance of sanitation. 


The Panchayat, and the schools are the basic village institutions for carrying 
out democratic de-centralisation. 


The elected panchayat is responsible for overall development. The cooperatives 
for economic development. The village school is often the community centre for 
educational, cultural and recreational activities. There has beem a steady 
increase in the organisation of Mahila Mandals and Balwadies. Special 
programmes for improving the quality of life are also grafted on to the Block- 
Development activities as for example the composite progrdmme for women and 
children, stressing nutrition and education for women, the Integrated Child 
Development service Schemes (ICDS) etc. 


The Health care of the rural community rests, at its most peripheral level with 
the Primary Health Care (PHC) which is considered the health wing of the 
community Development Block, but it is administratively under the Health 
Department of the state. For our purposes the PM should be aware that this 
system has evolved to the stage of having the following staff for a population 


of 5,000 to 8,000. 


While the quality of implementation of the various/programmes may be poor, it 
is foolish not to try and utilise these resources in the projects run by 
voluntary agencies. 


Do we have to organise the community? 


While every effort should be made to try and work through the existing 
community organisations, there is the likelyhood that they are dormant, and 
also controlled by the rich who are powerful because of their riches, or their 
higher “caste” or social status. Since most of the problems in health are 
closely associated with poverty and ignorance and the poor are powerless and 
helpless, it may be necessary and desirable to organise something different, to 
ensure that those who need help are not neglected. Organising the community is 
also necessary to encourage participation and cooperation from the people. This 
is discussed further in the next section. 


3. Community participation 
3.1 Why is participation important: 


a) Because we are involved in the community based Primary Health Care Programme 
with special attention on Child Survival, we want to move away from an 
inappropriate imported model of health services with minimal or no 
participation from the the community to a model where Community 
participation becomes very important. 


b) In the past, the average citizen was considered to be the “Object” of health 
care, and the responsiblity of defining and meeting his health ‘needs was 
considered to be with the health professionals, mainly the doctors, 
including public health officers.Now, the citizen is looked upon as_ the 
“subject” rather then the~ Object of health. In the new approach health is 
considered to be a process where the people are enabled to-understand the 
multiple causes that contribute to “being healthy” or ill, and strive to 
solve them with minimal dependency on others. In this process of assuring 
the survival of children, it is increasingly realised that the ~health 
technology” that is available to help the survival of children, can be 
transferred effectively only through informed participation of the community 
and the mothers and fathers (the parents) in particular. A process of 
Democratic decentralisation in real terms is necessary, and it has to be a 
programme of the people by the people and for the people. 
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HOW CAN 
we GET A 
FAIR PRICE 

FOR OUR 
GRAIN ? 
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TOGETHER RENT 
A TRUCK 4ND 
TRANSPORT IT 
TO MARKET 
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Participation 
as a way’ for 


THING 
People to gain control ‘ey 
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3.2. What is community participation? 


“Community Participation is a process by which individuals and families assure 
responsibility for their own health and welfare and for those of the community, 
and develop the capacity to contribute to their and their community’s 
development. They come to know their own situation better and are motivated to 
solve their common problems. This enables them to become agents of their own 
development instead of passive beneficiaries of development aid... They have to 
acquire the capacity to appraise a situation, weigh the various possibilities 
and estimate what their own contribution can be. While the community must be 
willing to learn, the health system is responsible for explaining advising and 
providing clear information about the favourable and adverse consequences of 
the inteventions being proposed as well as their relative costs” (Source 
primary health care, Joint report of the WHO & UNICEF- 78). 


LESS APPROPRIATE er MORE APPROPRIATE 
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{ 
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PROTEFIN BARS. 
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The implications of the above concept of community participation are : 


i) 
ii) 


3.3. 


Implementing the principle of democratic deentralisation. 


Helping the people to acquire the capacity to apprise a situation, 
possibly with the help of the professional staff that may be available. In 
the context of the object of assuring the survivial of children to the age 
of 2 yrs: the preliminary survey to get a profile of the community with 
special reference to the number of children who are at risk of falling ill 
or dying, the participatory process of finding the possible ways of 
mitigating the situation; and be the function of the health professional 
to faciliate the process ensuring that the community makes the important 
decisions on the basis of the “clear” information about the favourable and 
adverse consequences of the interventions being proposed. 


Patterns of participation 


There are two basically different kinds of participation: 


(1) 


(2) 


Participation as a way to facilitate and improve the delivery or 
implementation of a set of predeterminded activities designed to achieve 
the objectives of a programme which may not have been formulated with and 
by the community. Here the goal of participation is to influence people 
and persuade them to participate in implementing a programme which has 
been identified as meeting the felt needs of the community, and for which 
the technology is being provided. 


Another view of participation is that it is a process in which the fact of 
inequalities in a community is squarely faced, and the community 


_ participates in understanding the situation, and takes steps to change 


aspects of the community structure and function to meet the communities 
needs, be they health or socio-economic etc. 
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Patterns of participation. 


There are two different kinds of 


participation. 
given in the following table. 


The salient differences are 


1. Assumes that a community is 
homogeneous; any inequalities 
are not taken seriously. 


1. Accepts the reality that 
most communities are not 
homogeneous and is couce- 


raed about various dis- 
parities. 
2. Identification of Needs: 2. Identification of Needs: 
is done by the people on 
A small group of individuals a democratic basis. 
(External or internal) Iden- 
tifies needs (Felt or real 
with cursory discussions 
with community. 
3. Programme planning & Imple- 3. Programme planing & Imp- 
mentation. mentation. 
(a) The same small group, plans Believes that programme 
and implements a programme planning and implementa- 


to meet the identified needs 
of problems. 


tion should be by the 
people for the people, 
with minimal facilita- 


(b) Believes that persuasion of 
people to implement pre-det- 
ermined programmes is commu- 


nity participation. Decision 


tion by the _ technical 
advisors only if invited 
by the community. Deci- 
sion making is by commu- 


making is mostly by the small nity through the democ- 
group. ratic process. 

4. Believes that technological 4. Believes that a 
interventions for the good community has to accept 
of the community need only the technological 
Community”s cooperation and interventions as being 
this is accepted as community beneficial through and 
participation. process of corporate 

decision making, only 
then is it community 
participation. 


It is necessary to notice that Model I, does not take the fact of inequalities 
seriously, and that the marginalised and poorer sections of the community are 
likely to be neglected. It is therefore helpful for the community organisers 
to consider the following carefully. 


159 


* Whether to promote - effective participation within the already existing 
community groups; 


* How are the community representatives chosen? 


* Do a good proportion of them represent the underprivileged? Or is it 
dominated by the rich and powerful? 


* What are the links of the majority of the participants to those in positions 
of power or authority? 


For example: If the existing organisation is biased in favour of the 
privileged, it may be necessary to form a need community forum that is more 
likely to involve the poor. This will empower them to pariticipate in 
promoting a programme which ensures that the desired benefits will reach the 
target group. 


Each one of these approaches have their merits and demerits. This requires 
that the community organisers have to consider the following carefully. 
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3.4 Importance of organising women 


In the chapter on Women and Health you will find excellent evidence to show 
that women are heavily discriminated against. In relation to the project of 
the CMAI, the emphasis is on women and children for intelligent 
participations in improving their position in society and more important 


that they can participate in promoting their health and the ensure survival 
of their children. 


This approach is not designed to disregarding the men, and men’s groups. 
But it is only through a process of “Empowerment” of women, by helping them 
appropriatly their rightful share of resources’ and privileges, thus 
gaining a sense of solidarity to stand up to the insensitiveness of men in 
a male chauvanistic culture, can effective changes be brought about. Womens 
groups have brought about more changes in many spheres than men’s groups. 
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You may find that there are already existing Mahila Mandals in your area. It 
will be very fortunate if they are active and dynamic. If they are not, you 
will need to take steps to revive it, if necessary restructure its composition 
etc, doing all that with reat care, without hurting or creating conflicts etc. 
Organising and working in and through the Mahila Mandals keeping in mind the 
general principles mentioned will be most important for the project you and 
your colleagues are involved in. 
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3.5 Youth and Young Farmers groups 


An important section of the population in village communities are the young 
people, especially the young farmers, who are helping the parents. However many 
of those are likely to belong to the richer landlord families, and they may not 
be the ideal group to bring about changes that are to help the _ poorer 
communities. Even so they are likely be young husband who need exposure to the 
population problem and be introduced to the small family norm. 


The great value in keeping in touch with the young is that the innovators in 
the community are likely to be found among this group, be they male or female. 
It is important to be in good rapport with this group, as they can be roped in 
to participate in mass campaings, (pulse immunizations for example). There are 
examples of using the forum of young farmers clubs who are given various inputs 
of training and incentives for taking up new farming methods for improvement in 
food production, for education and subsequent participation in family planning 
programmes, and being motivated to participate in nutrition programmes; a group 
of young farmers leased out the village tanks to be involved in fish farming 
and in the distribution and marketing of the same, and making it available at 
subsidised rates for dealing with protein calorie deficient children in the 


community. 
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The incorporation of the younger leaders of the right kind in the Advisory 
Committee can be of great help. 


3.6 Conditions necessary for successful community participation. 


i) Members of the Committee should be selected, by using procedures such as 
given in the section on leadership. Care in the selection of the right 
kind of people is crucial. 


ii) The frequency and timings of the meetings must be conveient to most of the 
people, (not the convenience of the staff). this is specially true for the 
womens meetings. 


iii) As far as possible use the already existing community groups; incase it 
is noticed that these are inactive, or the composition is heavily loaded 
in favour of the privileged, be quick enough to organise a new committeee 
in consultation with the community. 


iv) Knowledge and use of principles of ~group dynamics” such as : 


(a) sitting in a circle. 

(b) encouraging others to take the lead and to speak, 

(c) tactful handling of the dominating talkative person, 

(d) help the relatively quiet and silent ones to give their 
opinion, 

(e)strive to keep the atmosphere one where every one feels free 
to speak, esteemed, respected. 


SUMMARY 


The discovery that one of the major reasons for the dismally slow progress in 
the improvement of the health of large sections of cur population is that the 
citizen was the “object” of health care, and the new approach is in considering 
him as the “Subject”. This important change is evident the concept of primary 
health care approach as enunciated, and the realisation that the individual’s 
as well as the community’s health can be promoted and safeguarded only with the 
help and active participation of the community. The essential aspects of 
community participation and how this can be exploited to achieve the goal of 
child survival, and the promotion of health is discussed. This outline should 
provoke the health team of the programme to utilise the strategy of community 
participation. 


4. COMMUNITY DEVELOPMENT 
4.1 Various concepts or approaches to development 
1. “Community Development is a process designed to create conditions of 
economic and social progress for the whole community, with its active 


participation and the fullest possible reliance upon the community’s 
initiative”. (Bharkat Narain, Swash Hind 1961). 
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2. “Community Development is a process by which the efforts of the people 
themselves are united with those of Government authorities to improve’ the 
economic social and cultural conditions of communities to integrate those 
communities with the life of the nation and to enable them to contribute 


fully to national progress". (Park’s Text Book of Preventive and Social 
Medicine). 


3. “Community Development is a process that enables the development of a self- 
reliant, self-sustaining and participating society with equality of 
opportunities for all, and social justice.” (Hulbe 1980- Approaches to Rural 


Development, Paper presented in 1980 and published in [Integrated Rutal 
Development by NCC of India). 


4. “Community Development is the process by which there occurs: a development 
of human beings as a community aware of its rights and poteritial and capable 
of changing itself” (Adapted). 


5. “Development is a process whereby the people,the poor and the oppressed 
being the primary bearers of humanization, liberate themselves from all 
forms of enslavement and create a condition in which there are no oppressors 
and oppressed. This frees persons,communities and nations to realise their 
full potential as every individual has access to health wealth, power, 
respect, knowledge and well being. 


“Thus development, in the final analysis is people transforming the world and 
creating their own future;thus it is participating in God°s redemptive plan for 
mankind” (Adapted from a church statement on development by the N.C.C. in the 
Philippines in Guidlines for Development: CCA, 1980). 


The above set of various definitions have been given solely with the purpose of 
stimulating thought and reflection which should precede action;it is meant to 
help the Health Team of the CMAI internalise for themselves their role in the 
programme. 


It is also necessary to understand the evolution of the approaches to 
Development. 


- Considering people as the subject of change and development; 
- Acknowledge that development should lead to liberation from all forms of 
enslavement and bondages (including illness). 


From Charity and Social Welfare to the Development approach 


This is another part of the evolution of ideas and approaches. This kind of 
approach is confined to situations of calamities or other crises. It is 
temporory, and confined to the particular people effected.This is not 


development. 


The Reform Approach. Here the main aim is to help the prevailing socio-econmic 
and political system to work better- aid employment, and improve health, 


education etc, (See (i) above). 
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The Transformation approach. This approach takes the view that the problems and 
the society can be traced to the marginalisation of certain sections of the 
populations by strategies which preserve the concentration of privilage and 
power with a few. 


The need is to work with the poor and marginalised, help them to understand the 
root causes behind a situation, and encourage self-help and concerted action. 
this approach invariably involves tension and conflict, but sees tension as 
having the potential to be creative. There are variations in this approach 
which has Transformation as the key word. 


The following diagram is an attempt to express the varieties of approach 
graphically. 


OCIO - ECONOMIC DEVELOPMENT 


Socio-Economic Liberation 


Development for Transformation 
Without consideration for as development 
Liberation 
DEPENDENCE (D) (A) 

LIBERATION 


CULTURAL IDENTITY 


(B) 


Society with 
Dependence & 
Deprivation 


Concientization 
Liberation without 
economic follow-up 


DEPRIVATION 
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ELF RELIANCE—_____m\S 


The vertical axis deals with the means of development. The horizontal axis 
stresses the objectives and deeper values of development. 


Quadrant (C) links deprivation and dependence and declares the state of the 
poor and oppressed. 


Quadrant (D) indicates where most traditional development efforts are. It 
engages in economic improvement activities without altering the dependency of 


the people and often deepening it, and leaving them exposed to continuing 
exploitation. 


Quadrant (B) is an area, where as a result of concientizaticn people are 
politically concsious, but do not have the means to rise out of poverty. 


Quadrant (A) declares a direction for development efforts. There is awakening, 
education, organisation and action for power, some economic activity, enabling 
people to become artisans of their own destiny. 


WHERE DO WE THE CMAI TEAM FIT IN? 
4.2 Evolution concept of Social - Economic development 


Without disregarding all the various concepts of community development refered 
to, it is suggested that for the practical purposes it is useful to give more 
attention to social economic development. Some of the reason for choosing this 
model are : 


a) POVERTY is considered as the most important social evil in the 
configuration of the multiplicity of causes of disease. 


b) IGNORANCE including wrong beliefs and harmful traditional practices,is the 
other important factor in the causation of many diseases, and more so in 
the prevention of disease. Without going into the issue of whether to 
tackle the causes of poverty, (by evolution or revolution), most programmes 
aim at - 


i) mitigating poverty, through income generation schemes, self-employment 
schemes etc. 


ii) dispelling ignorance through the educational processes. 


A mid-term review three decades after our country dedicated itself to create a 
new social order based on equality, freedom, justice and dignity of the 
individual and to eliminate poverty, ignorance and ill health found that as far 
as health is concerned, the country is still far short of its objectives. It 
also found that “an attempt to eradicate ill-health will not succeed in 
isloation, and that it can be pursued side-by-side with the other two 
interdependent and mutually supportive objectives of eliminating poverty, 
inequality and ignorance, and against the back-drop of a _ socio-economic 


transformation...” 
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“The attainment of this goal depends, above all, on three things : (1) the 
extent to which it is possible to reduce poverty and inequality and to spread 
education...” (Ref ICSSR & ICMR publication Health for All, parts of 14.23 and 


14.24, page 224). 


4.3 Government”s approach - through the Community Development Process has 
already been mentioned in the section on Community Organisation. The Programme 
Manager can get all the relevant information from the Block Development 
Officer/Panchayat Union Commissioner.A special effort should be made to help 
people in the community to demand and get the benefits of the various schemes 
which are aimed at improving the per capital income. Cutting the Red-tape in 
the bureaucracy will go a long way in helping the people and this in turn will 
improve the credibility of the health professional as well as the programme. 


WE ARE CAUGHT UP IN A POVERTY-IGNORANCE TRAP. AMONG THE VARIOUS APPROACHES 
AVAILABLE COMMUNITY DEVELOPMENT IS ONE. HEALTH PROMOTERS CANNOT DISREGARD 
DEALING WITH THIS~TRAP~. 


5. Community Diagnosis 


Ideally, a community diagnosis is a self analysis by a community of the 
problems that concern them most. More attempts should be made to have this kind 
of community diagnosis. 


However, when there are programmes with definite goals and objectives, it is 
necessary to have a “profile” of the community, to enable a “diagnosis” and to 
plan the “therapy”. Data have to be collected and this process is through a 
Survey. More details of this are given in the chapter on letting to know your 
community. 


As a guide to the community diagnosis the kind of information that is helpful 
can be classified as : 


i) NEEDS 


* Loeal health problems and their causes; 
* Other problems that affect peoples well-being; 
* What people feel to be their biggest problems and needs; 


ii) SOCIAL FACTORS 


beliefs, customs and habits that affect health; 

family and social structures; 

traditonal forms of healing and problem solving; 

way people in the community relate to each other; 

ways people learn, especially other than traditional ones; 

who controls whom and what (distribution of land, resources and power); 


++ eee & 
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iii) RESOURCES 


* 


people with special skills; leaders, healers, story tellers; artists, 
craftsmen, teachers; 

organised health services - what kind and by whom 

land, crop rotations, water, fuel, live-stock etc. 

markets, transportation, communication; 

availability of work, earnings in relation to cost of living 


+ + + * 


Ideally, these facts however gathered, should be shared with the community, and 
the health professionals and the community members together should try to find 
answers to questions such as the following: 


* 
How do the combined facts of the situation, i.e. needs, social factoré and 
resources affect our well-being; of women. children under five etc? 


* How can we go about improving the situation? 

A COMMUNITY ANALYSIS (DIAGNOSIS ) IS HELPFUL AND NECESSARY. IF THE FINDINGS CAN 

BE SHARED IN A MEANINGFUL AND APPROPRIATE WAY WITH THE COMMUNITY (OR SECTIONS 

OF THE COMMUNITY)? WE CAN HELP PEOPLE MEET THEIR OWN AND FACH OTHERS HEALTH 

NEEDS MORE EFFECTIVELY. | 

6. Guidelines for teaching the CHV 

CHV should know : 

- the value of her own knowledge of her community,and the ways of defining the 
same by methods of identifying leaders, analysing the role of power and 


influence sources. 


- how to help the health team in making a community diagnosis. 


CHV should do: 


identify more leaders 


- help the poor and powerless and marginalised 


help the team in the formation of committees, and groups, especially the 
Mahila Mandals 


- help assist the health team in any socio-economic development programmes, if 


any. 


Duration: 14 hours 


Content: 


Elementary principles of building up on her existing knowledge of her own 
community. 
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Refining on and enlarging the list of opinion leaders. 


Some insight into group meetings and how to conduct group meetings. 
Explaining the why and the how of community diagnosis. 


Methodology: 


Mini lectures and group discussions. Demonstrate the ways of conducting 
meetings well. 


Assessment: 


Through observation of her organising and conducting meetings in the class room 
or village situation, the latter being more preferable. 
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GET TO KNOW YOUR COMMUNITY 


1. RAPPORT BUILDING: 


1.1 Purpose: 


- Fae work with people you have to begin by establishing a good 
relationship. You have to get to know the village men and women and 
they need to know you and the project. 


- Building rapport is necessary because as fieldworkers you will have to 
communicate continuously with the villagers and gain their confidence 
and acceptance. 


Building rapport takes time and work. It does not happen in one meeting 
with a villager. But it is very essential that you attempt to relate 
with villagers in a friendly trustful manner. Without this you cannot 
really work effectively with rural people. 


1.2 How to enter a village? 


lL. Contact and talk with the community leaders 


e.g. Village panchayat secretary 
Teachers 
Retired army officers 
Field-workers 
Elders 
Some of the progressive farmers 
Pandits 
Leaders of women’s organisations 
Traditional healers and birth attendants. 
Men group organizers 
Women group organizers 
Other influential people 
(write down their names for future use) 
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2. Begin by introducing yourself, 
- who you are, and where you come from 


- the project you are associated with, what benefits it can bring to 
people 


- how community people can work with you (fieldworker) to obtain 
advantages from the project. 


Note: when explaining the project to village leaders and officials you need 
to include other kinds of information and details e.g. the organisation and 
institution you are working for. Keep your explanation very simple. 


3. Get the agreement and co-operation of leaders to work in their villages, 
and with various house hold and family members. This is a way of 
legitimizing your official role, and gaining acceptance in the community. 


4. Request the village panchayat secretary and other community leaders and CHV 
to take you around the project area, and introduce you to other villagers. 


ONLY COLLECT INFORMATION 


RELATING TO 
7eOR OBJEC TIVES 


5. Walk around, go to peoples” homes, make information contacts with other 
people in the community who are not leaders. 


e.g. 


- small farmers 
- shop keepers 
—- women 
- health workers 
- other extension workers in agriculture family planning 
- elders 
- youth groups 
- persons from different ethnic groups 
= ¢€tc., 
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Try to talk to as many people as possible individually or in small groups, 
about the project and your role. 


6. 


~ 
° 


Do 


At the end of the day you can prepare a brief note of the people and 
households you contacted, who were most interested in your project. 


(This list will be useful to you when doing the needs assessment exercise, 
and in identifying community people interested in working with you) 


Generally expectations are very high with your arrival in the village. 
Check again with the villagers to see if they have really understand your 
programme. This is the stage when misunderstandings can arise, about you, 
and about the programme. Clarify these immediately, so that people have a 
realistic picture through your project and what it is not. 


* Introduce yourself in a cordial, friendly and humble manner 
* Do “Namaste” 


* Speak in the dialect of the villager if you can. 


* Address him/her as, (local terms for mother, sister, brother etc.) 
as the local custom suggests. 


not use personal names. 
* Be personal in your approach, ie. talk to people about their families 
and household matters, - things of most interest to them. Women like 
to be asked about their children and their household responsibilities. 


* Be brief and clear whem explaining the project and your role. 


* Let villagers speak out evem though it may be unrelated to your 
project. Try to ask what they are doing? 


* Listen attentively and sympathetically to their views. A monologue 
does not go very far. 


* Sit on the floor with the villagers, or on the bench with them. Do not 
sit on a chair, while the villagers sit on the floor. 
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* If offered chaya or something to eat and drink, try and accept it (unless 
you have a health problem) or else people wil be offended. 


* Villagers may ask you personal questions. “Are you married? 


What do you earn, etc.. They are curious. Be polite in your answers, 
youdo not need to give a lot of details, but do not be indifferent. 
Sometimes a humorous response or a joke about yourself is the best way to 
deflect curiosity without seeming unfriendly. 


2. How to become familiar with the project area and prepare a simple community 
profile: 


* Purpose 
* Besides getting to know the people, you need to have an understanding 
of the kind of project area you are working in - e.g. how many people 


live there, what they do, byprofession and in their free time, 


2.1 What are the resources, what is the social and economic situation of the 
area, some of the ongoing activities in the area. 


* This information gives a clear factual picture of the area, and will 
provide you with the background required for the needs asessment 
exercise that you will later carry out. 

* 


It will be very useful if and when you start to plan specific income 
generation and community development projects. 


* It will also be useful when outside onsultants at your’ request, 
come to help you in doing feasibility studies for more complex project 


2.2 KINDS OF INFORMATION NEEDED: 


- Names of panchayats 

- Geographical location of the area you are working in 

- Socio-cultural features: 

- Population, the number of households, ethnic groups, location of 
houses and facilities, whether or not ethnic or caste groups’ live 


clustered together, languages spoken, religious practices, and the 
literacy level. 


Economic factors e.g. 


* Main sources of the economy, main occupation of people part time jobs 
offered or available, existence of markets, natural resources 
present land, forests, rivers, roads and trails. 


* On going development programmes in the project area. 


* Services that are available. i-e. hospitals, Primary Health centre, 
water supply, schools, co-operative centres etc. 
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Sources of information: 


You can collect this information from various sources: 
1. Your own visit around the project area. 


2. Villagers, village panchayat offices, community leaders and co-workers. 


—- women’s organizations 

- extension workers 

- banks 

- other organizations in the area 

= Ph Ce 

- technical workers from outside the area 


3. Reports or surveys already prepared in the area by the district office, or 


other government agencies. 


4. Information available from your institution 


If you find that a community profile of the area has already been prepared. — 
get a copy for your use. Study it carefully and add other facts that will be 


useful to you. If you need to prepare one, here are some suggestions. 
2.3 Suggestion for preparing a simple community profile 


* make it short and simple 


* the information should be useful to you and others who will use it.It 
is not an academic exercise. The community profile should be prepared 
by the team. It can be done within the first or second month of your 
work and you can add more details to it as you go along. You can pct it 


together as shown an annwexure. 


The community profile gives you some basic facts and figures, about 


project area, anda general idea about the villegers living conditions. 
Now you need to gather information which gives you a deeper understanding 
of the real situation of the people in the area, their strengths,needs- 
the things they lack in order to have better lives,their main problem and 
their interest. If you go to a villege and ask people what are your needs 
at first they may not quite understand what you mean. So give an example, 
ask them what are some of the most important problems they face in their 
daily lives. They may then indicate a wide range of.needs for entire 


population of the area. For e.g. many individuals/familes may say 
their problems is getting water. This could also be a need felt by 
general community- lack of drinking water facilities. 
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3. TOOLS & SKILLS TO ASSESS COMMUNITY NEEDS 
Purpose & importance of assessing needs: to learn about: 


——— ee ee er ee ee ee em es ee ee ee ee ee re ee ee ee a ee a ee ae Se ee ae eae ee ee 
—— 


1, Identify problems/ * the main problems/needs and interest 
needs of people 


~- special needs and problems of women 
and children 


- the causes of these problems. 


2. Suggest solutions - what people would like to do to change 
to problems their situation,e.g.take ye economic 
community development activities. 
a Define relevant project - Assessing needs properly is a key step 
in the community and in getting people to identify the 
encourage participation projects/activities that they think are 


important in solving some of their 
problems. Villagers are more likely to 
participate later in projects that 
follow. Projects as a result of this 
will be more successful. 


4. Assess changes and improve- - Assessing the needs and problems: in the 
ments at a later stage. early stages of your work, helps you to 
record the situation in the community 

and individual household. At a later 

stage you can make comparision to see 

what changes have occured and the 


There are no set rules, or one right approach for assessing needs. We are 
making suggestions besed on the experience of field workers who have done 
“needs assessment~ in the rural area. 


3-1 OBSERVATION OF THE COMMUNITY: 

From the time you start work in the community you need to observe people and 
their surroundings. You should add this when preparing a community profile, 
when carrying out a survey, or in talking with people informally. 


You can find out as much by watching the way people behave and do things as 
you can by asking questions. 
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* Train your eye to see as much s possible, (not just the things you are 
looking for) e.g. when you arrive at the home of the person you are going 
to interview:- 


- look at the surroundings - are they clean, well kept? 

- does the household look fairly well of or poor, do people look happy? 

- appearance of children, are they clean, healthy, going to school? 

- is there a vegetable garden, fruit trees etc.? 

- write down as much as possible (do not rely only on memory) 

- do not rely on one time of the day for your observations to be 
accurate, visit again at different times. 

- check observations with oral questions. 

- check your observations with other people~s observations, either with 
your team members. 


BUILD YOUR PROGRAMME 
FROM A 
STRONG BASELINE 


3.2 Survey with villagers: 


What it is ? 


A survey is commonly used to help us in interviewing people and collecting 
information about their needs/problems. It consists of a list of questions or 
points with a specific focus about which detailed information is required. 


Different agencies and organizations have designed specific surveys depending 
on the kinds of programmes they are supporting. You will be required to use 
the survey form prepared by your organisation/institutions. The survey forms 
should be prepared by your institution and should have been pre-tested in the 


field before you use it . 
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the survey is not a health/development programme but may lead to one. 


make no promises. 
A note of caution in preparing and using survey forms. 


should attempt to get the information that is going to be most 


* A survey 
useful to the community and ithe project. Do not make the survey long and 
complicated. 

* Do not ask just for the sake of asking, only ask necessary questions. 

* The surveys should not take up a lot of the villagers time. They are busy 
people. 

* Community people are often over-surveyed. (especially low income groups) 
but seldom see any real benefits. Keep information gathering as informal 
as possible. 

* If you are already familiar with your community, you may wish to do the 
survey only to update your information. 

* Do not start an enquiry unless you have the intention and possibility of 
following through with action programmes at a later stage. 

Otherwise: 


- you raise people's hopes 
- they become disillusioned and disappointed 
- it is hard to start the next time. 


REFER THE MODEL SURVEY FORM ATTACHED AS ANNEXURE 


How to conduct survey? 


Select Area: 


In 
in, 


order to start your survey you must define a locality/localities to work 
since you cannot possibly cover the entire project area. Some factors to 


help your selection: 


nearby to your subcentre you can closely supevise the activities especially 
in the initial stages. 

an area where little development activity has taken place, and where low 
income groups reside. 


do not select an area in the main market, because it does not represent the 
real village situation. 
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SELECT HOUSEHOLDS /COMMUNITY 
* If for e.g. there are 2000 households in the project area, you will need to 


start in a smaller number to. start with - maybe 50- households in the 
first neck of your work. 


Begin with those persons who have shown the most interest - and are ready 


to work with you. If you remember, you identified some of these 
households when doing the community profile. 


* try to conduct the survey with a cross section of the community, so as not, 
to have a one-sided view of the community problems and possibilities. Ls 
is best to get opinions from a variety of people. Extensions workers and 
other agencies can give you information on the kinds of programmes’ they 
are carrying out in the area, and their view points. ' 


SURVEY AND WITH WHOM TO TALK TO: 


Village men and women (his may have to be done separately) 
Official and unofficial leaders 

Government extension workers 

Village panchayat officials 

Younger and older people 

Co-workers (CHVs) and others ..--.- 
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- Once you have selected the families/household persons whom you wish to 
interview, fimd out when they are free and set up a time convenient for 
them to meet with you. 


- You may have to meet people in the homes or in their place of work, but it 
is better to meet with them privately and separately so that yow can really 
talk with them. A lot of people around you is very distracting. 


- Carry out the survey by interviewing local people. 


It may be good to involve interested local people to assist you in survey 
work. (CHVS) They know. the community well, and people may talk more freely 
with them. It is also a way of making them aware of local problems, and 
getting their participation and co-operation early in working with the 
community. 


But at the same time you must be careful whom you Select, or you can have a 
very biased view. 


(Formulating and asking questions) 
(a) prepare for the interview: 


(b) become familiar with the survey form, so that you don’t have to read it 
out stiffly. 


* prepare four to five questions which will help you get a dialogue 
started. 
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(c) Conducting the Interview: 


Prepare the person(s) to be interviewed by telling them your name and 
explaining what your purpose is. Also stress these points. 


the survey is not a health/development programme but may lead to one. 

make no promises. 

chat informally, build rapport and put the person at ease. 

Begin with open questions, 9the ones you have prepared) e.g- How are you? 
Where are the children? where is your mother? what are you busy doing? 


How were your crops this year? 


you may request permission to write down the replies at this point, once 
you have got a conversation started and people have warmed up. 


keep questions short, simple, and direct. 


do not ask big general questions that may be difficult to answer. 


Keep questions specific e.g.: 


Less Appropriate More Appropriate 

What is grown by farmers What vegetables do you grow in your 
backyard 

What foods are generally What does your child eat daily? 


given to children? 


* try not to imply, suggest, * you may have to go back over some" 
‘or encourage a particular questions and answers again: as 
response. it often takes people a while to 
warm up. 
* Let the person come out with * Ask people what they consider as 
their own real feelings and their most important problen. 


needs. Remember that what 

people initially express as 

their need is often a preliminary 

reaction, and should not be taken 

as conclusive. * Thank people for taking part, and 
say a friendly “Namaste” 
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Probe each reply in greater detail * If you think you will need to 
Ask questions that get people return for more information, 
thinking in a positive way. request permission to do so. 
Besides talking about their 

problems/needs, get them thinking * On your return visit, you need to 
about solutions, or ways of dealing build rapport again, before 


with the problems, and what resour- getting further information. 
ces there are in the community to 
do this. * You may have to go back over some 


questions and answers again,as it 
often takes people a while to 
reply correctly. 


TIPS FOR RECORDING INFORMATION: 


(a) When recording, do not produce notebooks early in the dialogue. After 


conversation has been initiated and people are warming up, ask whether you 
can write answers, and explain why this is helpful. 


(b) When recording carry a notebook to write down observations, problems, 


peoples ideas, and solutions, etc. 


(c) Give attention in recording to: 


Persons from whom information is being sought. Know how to contact them 
should you need more information, or néed to follow-up. 


3.3. INFORMAL DISCUSSIONS: 


Informal discussions are another very useful tool in assessing the actue] 
needs of people. Follow up the fotmal survey with informal talk and 
discussions with the villagers. 


4) 


this may mean meeting with them two or three times to get a more in depth 
view of their real needs, their most important problems, and possibilities 
of solutions to their problems. 


you can also verify the information collected from the survey, with that 
obtained from more casual talk with various people. 


often through these discussions you gain insights which are not possible 
through a formal survey. 


discussions with your co-workers, and government extension agents will 


bring out another point of view, some of the problems, and limitations toa 
what they can do, and what they consider is most important in the 


community. 


PROBLEMS TO BE AWARE OF IN ASSESSING NEEDS: 


Assessing needs of people is not a one time activity. 
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* It cannot be completed merely through a survey done in an hour or 
so, or in one discussion session with members of the household. 


* It requires repeated visits because: 


often people in the first meeting may tell you what they think you wish 
to hear. 


- people may have difficulty expressing themselves the first time, they 
may not have thought things through. 


- due to religious beliefs, traditions, age old practices, villagers are 
often not aware of problems because they have always lived that way. 


- they may hesitate to speak with you freely at first and may keep the 
most important things to themselves. 


(5) SUMMARY 

It is important for the Project Manager and his team to know their community. 

- Structure & dynamics of functions and its needs, Resources available etc. 
This guideline is a tool to find out the above facts. Remember this is a 
guideline. The information you gather gives a profile (a picture) of the 
kind of community you have to work with. Since the project°s goals are 
mainly focussed on Child Survival it is natural that most of the facts you 
gather should be related to women and children. 

(6) How to share this knowledge ? 


Explain the project’s goals to the team members. Describe the essence of 
survey form and explain how the information gathered are going to help. 


Ask them to identify each of those tasks (data) which each one can help 
with. 
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HEALTH EDUCATION 


IGE Definition 


“Health education is a process which effects changes in the health practices 


of people and in the knowledge and attitudes related to such changes” (Health 
Education Monograph No: 21) 


ee ee Key —Word 


Process is changing knowledge attitude and behaviour. 


— ——_ —_—_—_—_— 


Emphasise change of behaviour; the ultimate objective of Education is a 
behavioural change, i.e. adopting a new style of life,(giving and motivating 
people) to the timely and judicious use of the health services provided. 


Note: Most health education activities are defective because they stop at 
giving masses of information without measures for motivating people to the 
adoption of a desirable health behaviour. 


2 
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tw2e Importance of health education 


Scientfic knowledge that is already available for prevention and control of 
diseases will remain a dead technology, unless the knowledge of its views and 
availability is made common knowledge and people are motivated till adopt the 
changes required. Health education is the process that makes it possible for 
people to intelligently and effectively use the fruits of technology for 
keeping healthy. None of our grandios health plans will make any dent on 
society unless health messages reach the community. 


i x The Aims of health education 


(i) To augment the already existing values on being healty, with adequate and 


appropriate scientific knowledge on how to remain healty, how to suspect 
deviations from health, and what can be done about it. In other words, 
dispelling ignorance about health and disease, and correcting wrong and 
inadequate knowledge; in de~mystifying health technology and making the 


attainment of health a people’s activity. 


(ii) To help to do something about ill health. To move beyond just knowledge 
about health and motivating people to do something about it at both individual 
level (stop smoking, changing eating habits), and the community level 
(improving public sanitation, organising equitable distribution of health 
services). 


> 


-IF you want lasting results: 
POINT but don’t PUSH... 


People will move by themselves once they 
see the necd clearly and discover a way. 


(iii) To help and motivate people to the wise and judicial use of the health 
services provided. (the services provided in CBPHC a programme will be grossly 
under utilised without some health education). 


The above are the conventional ways of classifying the aims of 


health education. However it is worthwhile to consider another approach to 
this. 
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The conventional approach with reference to the aim of health education is to 
consider that the goal of health education is to change people’s attitude 
ig in turn helps them to change their health or disease related behaviour. 
; e assumption here is that ill advised health related behaviour is largly due 
gmorance, and that it is the duty of “less ignorant” members of society to 
dispel their ignornace and help them to adopt the desired health promoting 
health diseases preventing behaviour. 


CONVENTIONAL APPROACH OPPOSITE VIEW 


In education that focuses on In education that work for 
behavior and attitude change, social change,people act upon 
people are acted upon by the system and the world that 
the system and the world that surrounds then. 


surrounds. 


The opposite view recognises that ill health of the poor is in large part the 
result of a social order that favours the strong at the expense of the weak. 
On the this premise the main goal of health education is to help the poor to 
gain the understanding and the skills needed to change the conditions that 


cause poverty and ill health. 


The supporter of this view is not saying that there is no need for change in 
personal attitudes and behaviour. But they ask, whose attitude needs changing 
the most ? Whose attitude and styles of life cause more human suffering/those 
of the poor or those of the well educated dominating classes? 


They continue and say,the unhealthy behaviour of both the rich and poor 
results partly from the unfair social situation in which we live. So rather 
than trying to reform people, health education needs to focus on helping 


people to learn how to change their situation. The possible answer to those 


holding the above view is to say that the task of “helping people to _ change 
their situation”, is the function of ~social education” and not of “health 


education’. 
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The health educator starts from the premise that both social factors 
(especially poverty), and ignorance play their part producing ill health tin 
individual and communities. The task of the health educator is to dispel the 
ignorance factor (which includes wromg customs and beliefs), and to stimulate 
the social educators and engineers to change the social situation. 


Obviously this whole matter is debatable, and a healthy debate should go on ! 
(See also the “story of Raibai~ given later). 


However it is fairly obvious that in so far as Health Education is seen 
primarily only as an instructional process designed to motivate people to 
change and adopt a new health related behaviour, changes in behaviour will not 
occur from instructional alone. Concomitant social change must occur, and 
either the health team as a whole or other agencies have to see to this. Of 
course there will be some acception where desirable changes can occur without 


signifcant social changes. 


2. Communication 


Effective health education requires some understanding of some principles of 
effective communications.It is difficult to cover all aspects. We will mention 
some of the more useful aspects. 


mets The standard model is that of - ~communicator-message-reciver- 
coding/de coding-feedback’. 


SENDER soma sareaee Message —<<--<--<7 Receiver 
a 
- feedback 


Things fo note: Credibility of the communicator and the message are important. 
Recevier perceives very often selectively; understanding is also variable, and 
both are dependent on various factor such as recipient”s background, past 
experiences, beliefs, ~world view’, culture and tradition etc. 


The message needs to be clear and unamibiguous as possible. The communicator 
has the big responsiblity in that he is the one who has: to be sensitive to the 
condition under which the receiver responds and reacts... 


Communication is the process of sharing information and the relationshin of 
the participants in this process. a ~<a 


In many ways this “sharing” concept is better then the “sender - 
receiver°model. The essential element is information and the essential process 
is sharing information. 
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2.3. Convergence (mutul understanding) model of communication understanding 


2 
3 
| 

TERPRET 

} EXPRESS ” PARTICIPANT 
| PARTICIPANT <%& tm MUTUAL UNDERSTANDING ‘8B EXPRESS 
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The process begins with "and then ..." to remind us that something has occured 
before we begin to look at what is going on. Participant A takes this into 
account before he shares information (1.1) B interprets the information which 
A has created to express his thoughts then B responds by creating informations 
(1.2) and then expresses himself again with more information (1.3) about this 
same topic. B interprets this and this becomes (1.4) until they are satisfied 
that they have reached a mutual understanding of each other meaning for the 
topic and discussion. 


2.4 Roles of “Believing “, -Creditibility”, ~“Certainity’, Consistency. 


Believing is accepting the information someone shares with us as valid, and it 
is also accepting the person who shares the information as sincere. 


Both the creditibility of the message, as well as the creditibility of the 
source are important in the process of communications. And it is important to 
distinguish one from the other, e.g. a mother may be told by a paediatrician 
that a child should be started on additional foods at six months of age, and 
she might believe that the doctor is sincere and telling her the truth, and 
yet she may not believe that it would be harmless to give foods other than 
milk to her child when she is as young as six months in age. 


Credibility is very important when our purpose is to change someone’s basic 
beliefs about the “world” in which he lives - his configuration of customs, 
beliefs, traditions. The validity of a belief is dependent degree of 
~certainity~ about it, and also how consistent and fitting it is to other 
related beliefs on the subject. (Ruth Benedict”s “Cultural Fit”). 


For some people certainity is more important than consistency. To make 


communication more effective, it is necessary to find out how much information 
the ~receiver~ (audience) has, as well as the related network of beliefs which 
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he or they accept as “true”. In this sense traditions or traditional beliefs 


are merely accepted beliefs which have been handed down from the past. They 
often deal with relationships of important values to other outcomes and 


eer “a 


aspects of life. Even so, though these beliefs belong to the past, they form 
the material on which to build our present interpretations of the past 
within the context of our own immediate present day problems and situations. 
For this reason they are always subject to misinterpretation, 
reinterpretation, or change by people living today. 


2.5 Role of psychological & sociological factors. 


As indicated earlier, in Health Education we have to be concerned with changes 
in behaviour that we are expecting from the receiver, or audience. Therefore 
when we think of changes in behaviour, we must necessarily be concerned about 
psychological and sociological change. This involves appreciating the fact 
that unless our messages are understood in terms of the audiences prior 
experience, unless our messages help the audience to see a strong practical 
benefit or value in what we recommend and unless our messages achieve a 
certain amount of agreement and cooperation, no amount of moving messages is 
likely to accomplish any significant change. 


2.6 Role of “Rewards” changing behafviour. 


A fundamental principle of learning is that a person’s current beliefs, 
rewarded under similar circumstances. Rewards may be material things like 
food or money, or psychological like a feeling of satisfaction or pride, or 
social such as esteem and respect that others give. A person usually thinks, 
feels, and behaves in ways that have been beneficial and satisfying to himself 
in the past. 


2.7 The role of motivation: Unless there is a strong desire to learn, our 
educational efforts will be of no use. Maslow has pointed out that motivation 
is related to, and governed by, a “hierarchy of needs". Unless some of the 
“primary needs" are satisfied, the motivation for learning things which are 
unrelated to the primary needs will be low. The primary needs are hunger, 
protection from adverse aspects of nature, procreational needs, housing and 
shelter, etc. Only when these primary needs are not “a matter of anxiety or 
concern" will persons be motivated to learn about matters which are in the 
realm of secondary needs. A topic like immunization which is a “secondary 
need”©~ in the hierarchy of needs may not be of real relevance to an audience 
which is concerned about the “cure” of prevalent diseases for which steps have 
not been taken . Learning about matters in the higher level of hierarchy of 
needs, is likely to occur only if the basic primary needs have been met. 


2.8 Channels of communication: 


By channels of communication we mean various media used in communicating. 
There are various kinds of media and it is important to choose the right kind 
of media for successful communication. Broadly speaking there is ~one way” or 
“two way” communication. “One way” communication is the usual pattern such as 
lectures, film shows, radio messages, newspapers articles etc. Here there is 
no active interaction between the messenger, the message and reciever. All 
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theories of communication results show that two way communciation is far 
better. Most people use the one way method because it is easier for the 
teacher. The two way method requires more preparation on the part of the 
teacher, and “interest and participation” from the learners. It. 48- dh80 
possible to have a combination: i.e. it is possible to get participation from 
the learner if a lecture is interspaced with questions and answer sessions. 


Group discussions, role - plays, dramas, Katha - Kalakshebans,. The dance 
drama, the street drama, use of puppets, are all effective ways of 
communication. 


puppets, 


Audio-visual aids, simple visual aids, flash cards and flip charts are all 
very useful aids. 


It is immportant that aids which have been prepared by outside experts should 
never be used without pre-testing with the community your are working with. 


A list of teaching aids and their merits and demerits are given in the 


appendix. 
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2.9 Barriers to communication 


These may be classified as 


(a) Physiological —- defective hearing poor lighting etc. 


(b) Psychological - emotional disturbances, distraction due to various 


personal or family problems bothering the learner. 


(c) Environmental —- distracting noises, poor lighting, poorly functioning 
loudspeakers etc. 


(d) Organizational: inconvenient timing; unduly prolonged sessions leading to 
boredom and fatigue. 


(e) Quality of the teaching aids: such as badly conceived posters, flash 
cards, lack of pretesting, badly organized group discussions, role-plays, 
etc. Research has shown that it is not the kind of teaching aid that 


matters, but the way the aid is used makes all the difference. 


(f) Cultural: Not being sensitive to the local customs and beliefs and 
traditional ways of dealing with health problems, etc. 


ee 


as illustrated in the following: 


THE STORY OF RAIBAI 


PrPes: Dabole, a woman of 30 years brought her 1 1/2 year old baby to our 
clinic in Kanhapur. The child had severe malnourishment with broncho- 
pneumonia. We advised immediate hospitalization of the baby, explained to her 


that the child would not survive unless she takes him to hospital and kept him 
there for about a week. She left the clinic with remarks that indicated that 
she was displeased and unconvinced about our advice. We cursed her and said 
‘these rural people do not understand the value of a child“s life". They are 
callous about it, and that is why children die like flies. Without bothering 


about the childs life they produce new babies. Thus our birthrate and the 
infant mortality rate both go high... 


Next day this baby was lying near a public well, with convulsions. By the 
time we reached, the baby was dead. We did not find the mother around. We 
were told that this 1 1/2 year old was left in the care of a 4 year old elder 
child and mother had gone out. Our view about the stupidity of our people 
further strengthened. 


Next time when Raibai came to our clinic we scolded her for such utterly 
negligent and callous behaviour. Then she told her side of the story: 


She was a widow with 3 children, exploited and harrassed by everybody, she was 
leading an unsupported life. She was the only wage earner in the family and 
was waiting for her elder son, (seven years then) to grow up and share her 
burden. When we advised her to hospitalize the younger child, she had a 
difficult choice, if she had to stay in hospital with the baby for a week, the 
2 older children would starve. Older children were valuable to her because 
they would reach the earning age earlier. She decided to save the older 
children at the risk of the youngest one’s life. At the time of the death of 
the baby, she had gone to the fields to earn her daily wages leaving her baby 
in the custody of the older sibling, four years old. Was it irritational 
behaviour? 


(Source: Abay and Rani Bang: 


~The other side of the Health 
Education in “under the Lens - 
MFC Publication) 


h) Non-accessibility to required services, when motivated to use it. 


Eg. If woman has decided to wear an 1.U.C.D. She shared her easy access to 
it. difficulties, and a negative multiplier effect because of inter village 


communication. 
86 Relating the “communication process" to the “adoption process”. 


(See dnnexur¢e.). It will be recalled that there are five stages that a person 
goes through before accepting a new idea or practice,. Remember that the 
ultimate objective of an educational process is that there should be a 
behaviour change i.e. the adoption of new practice. 
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It will be helpful to consider which of the modes of communication we 
discussed will be applicable to the various stages of the adoption process. 
In the awareness creation, and interest generation stage, mass media such as 
radio, films, posters, newspaper articles are the most useful. But remember 
that this mass media will not be sufficient or effective in taking the person 
to the steps of “evaluation”, “trial adoption~ and finally “authentic 
adoption*. Very often people think that if they show a lot: of #ilue or 
organise and send out a lot of radio messages, and publish newspaper articles, 
they have carried out effective health education. They do not realise that 
most people who have been beneficiaries of these mass media would not 
recessarily have changed their attitude, or adopted a desirable health 


practice. 


“Awareness of family planning programmes is nearly universal, but aceptance is 
estimated to be only 35%. The role of extension personnel at village level 
becomes crucial for converting into acceptance. This needs inter-personal 
communication skills”. (Revised Starategy for National Family Welfare 
Programme-Summary; 7.13, Page 28). This quotation aptly gives the clue as to 
what is to be done, and the communication strategy or media are required to 
help people to move from the stage where they have developed sufficient 
interest. At this point there is a critical stage of ambivalence , a 
situation where the person contemplating the adoption of a new or strange 
practice, is looking for more information, clarifications to questions which 
he dare not ask in public, but longs to have access to a knowledgable person 
where he can clear his/her doubts in a confidential face to face, friendly, 
supportive, non-threatening atmosphere. Hopefully, one or other of the members 
of the health team should be the person who have by now developed such a warm 
relationship with the members of the community, that the person struggling 
with the problem of ambivalence can turn to then. And God help must if the 
member of the team fails to match up to the situation! 


This is also the time that the individual is looking for peer group approval 
(from usually the important members of the family), as well as "social 
approval” from other important members of the community, such as_ the 
influential leaders or other members of the subgroup that he/she belongs to. 


While some of it can be dealt with in a strictly inter-personal situation, the 
social approval may need educational and motivational inputs at the small 
gorup level through group sessions, through discussions or role-plays, use of 
satisfied customerws, etc. 


4. Opportunities for Health Education 


4.1 There are endless opportunities for health education, as for example in 
obvious places like the home, a clinic, the out patient departments, schools, 
colelges, various types of clubs, community gorups in a village etc. However, 
There are certain opportunities when the receptivity for learning is likely to 
be very high, as for instance when child is suffering from diarrhoea, and you 
happen to visit the home and the mother is worried that she cannot go to the 
hospital, (no money, too far), and the local healer is away. This is a good 
time to make the ORS with the mothers help, without at that time bothering to 
say anything about the reasons for what you are doing. After having started 
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the treatment and waiting for the relief of anxiety, at the Opportune moment 
you can take the time to tell her more about the causes and prevention of 
further episodes of diarrhoea. Note, that you meet the acute need of the 


sitation first and the choose the the oportune moment to educate later. You 
should not miss the opportunity. 


Be aware of inopportune occasions also. This danger is quite common with 
health workers who have rigid work schedules and programmes. A health worker 
has set herself a programme of teaching the importance of antenatal care in 


the home of the newly discovered pregnant lady and finds that the family is 
busy dealing the delivery of a calf. 


4.2 Application and use of health education at the small group village 
community, and clinic/hospital level should be more of a planned activity, the 
responsibility being taken by the Programme Managers and the field 


supervisors. 


The basis for this planned approach is: 


(a) even individuals change only if there is some legitimisation by the 
community, opinion leaders, peer groups and elders. 


(b) having mentally accepted a _ change, individuals require specific 
informations to act on the desired behaviour, eg. for bringing children 
for immunization, the parents should receive specific instructions as_ to 
where and when the service is available. 

5. Gudelines for teaching the CHV 

Training objective: At the end of the ssion, the CHV should have some general 

idea of the learning and change process and be able to carry out health 

education using specifically the following tools of communication: 

(i) visual aids, especially the flash cards, flip charts; storie songs; 

(ii) group approaches with role plays, group discussions. 


(iii)assist the other members of the team in identifying appropriate opinion 
leaders, organising small group meetings, especially the women~s group. 


(Note: the content of what she teaches will be what she has learnt on MCH 
etc) 


Methodology: Mini-lecture and actual practice sessions. 
Assessment: Observation and group discussion on use of aids. 


Duration: 3 1/2 hours 


* See Annexure for example of a story which can be used as a good example of 
building on the local people’s customs, beliefs and even getting down to 


using the local language or ~ jargon” 
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6. Summary: 


Most health educational activities have concentrated on giving a mass of 
information through a variety of the available channels but have not done 
enough to see that the desirable action has been taken. An understanding of 
the stages involved in adopting new ideas and practices, and which channel of 
communication is appropriate to the various stages enables us to be more 


effective. 


A behavioural-change oriented health educational activity. has to start from 
where people are. The proposed change in behaviour will be accepted and 
assimilated only if it helps people to gain new satisfactions from adopting 
the new practice. Helping people to move on from the stages of ~awareness” 
and ~interest~ needs a one-to-one personalised dialogue and counselling and 
also very often social approval and legitimisation. This is a task that 
require great ingenuity, competence, and humility. 
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MANAGEMENT OF MINOR ILLNESS 


1) FEVER 


- is usually due to infection by- disease-causing germs. 


- when germs enter the body fights these germs. Fever is caused by the fight 
between germs and the bodies defenS e mechanism. So fever by it self is a 
good sign. During fever it is important to drink plenty of fluids. Children 
must be given something to eat during fever- (rice or rava kanjee) do not 
starve children who are having fever; you must coax them to eat - this 


requires time and patience. 
Treatment 
Adults - PARACETAMOL TABLETS - 1-2 tabs every six hours or ASPRIN TABLETS 


Children = Crocin Syrup 1/2 to 1 1/2 tsp every six hours. 


Precautions: 
i) DO NOT TAKE MORE THAN 8 TABLETS IN 24 HRS 


ii) ASPIRIN SHOULD NOT BE GIVEN TO PEOPLE WHO HAVE BURINING PAIN IN 
STOMACH 


iii) IN THE CASE OF CHILDREN WITH FEVER - if below 3 months of age - do 
treat at home. 


WHAT NOT TO DO IN TREATMENT OF FEVERS: 


THE 


not 


i) Do not cover patient with extra clothing and blankets-this will only 


make the body more hot 


ii) DO NOT TREAT ANY AND EVERY FEVER WITH ANTIBIOTICS SUCH AS AMPICILLIN, 
GARAMYCIN etc. This is DANGEROUS FOR HEALTH as it weakens the body's 


own defense mechanism. 


2) CONVULSIONS: 


i) Definition: Convulsions are jerky movements of the arms, legs and face 


which the individual cannot control. They usually last less’ than 
minutes and may be accompanied by varying periods of unconsciousness. 


Convulsions can be caused by high fever (usually over 103 degree 
usually these convulsions i.e. the convulsions caused by high fever 


not harmful to the body. 


Children are much more likely to get convulsions from high fever 
adults. 
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ii) Treatment: 


What can you do about convulsions caused by high fever? 


BRING DOWN THE BODY TEMPERATURE by sponging the body with luke warm water. 
Give plenty of liquids to drink. 

Refer the child to a doctor - although. 

Convulsions caused by fever are not harmful - a doctor must examine the 
child as soon as possible to make sure that the convulsions are not caused 
by other more dangerous illnesses,e.g. meningitis. 


+e e & 


1ii) Immediate first-aid measures for convulsions. 
- make sure the patient is lying down. 
- keep spoon in his/her mouth to prevent the tongue being bitten. 
- if the patient loses consciousness transport him/her to the nearest medical 
facility immediately. 
3) DIARRHOEA - see chapter on oral re-hydration. 
REMEMBER THAT FOR MOST DIARRHOEAS - ANTIBIOTICS ARE NOT NECESSARY 
4) VOMITING: 


Vomitting may be due to simple infections like worms or more serious illnesses 
like appendicitis or gut obstruction. How to distinguish these two. 


SIMPLE SERIOUS 
i) Usually no abdominal pain or very Usually severe cramping abdom- 
little pain is present. inal pain is present 
1i) Usually the belly or abdomen Abdomen or belly can be dist- 
does not look swollen or disabled. nded (swollen) or may be hard. 
1i1)No change in consciousness Can be associated with drowsiness 


or loss of consciousness, 


iv) Vomiting is usually not forceful - Vomiting is very forceful may 
shoot out a metre or more, may 
be green in colour and may smell 

like stool. 


v) Can be controlled by starvation Cannot be controlled. Patient 


for about 2 hrs followed by vomits even small amount of liquids 


giving small amounts of liquids 
every 15 minutes. 
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WHAT TO DO ABOUT VOMITING 


i) 


ii) 


5) 


(1) 


if signs of serious illness are present refer immediately. 
if no serious signs are present starve for about 1-2 hrs; then start 


giving small amounts of clear liquids like glucose water every 15 mts - if 
this is retained, then try other foods like rice or ragi conjee etc. 


COUGH 
- colds and coughs are very common childhood problems. 
—- parents and children often have colds and coughs at the same time. 


- if cough is not associated with high fever and difficulty in breathing 
it can be treated at home. Simple “cough mixtures" can be made at home 
as follows. 


Ginger and Honey Mixture: 


Take 1" piece of fresh ginger, remove skin and crush well, add 1/2 glass 
of boiled cooled water mix well and strain, add honey to the strained 
juice less honey for adults, more for children, keep in covered bottle and 
use three to four times daily for cough. 


(ii)Honey, Ginger and Tamarind Leaves: 


6. 


One handful of tender green tamarind leaves to one glass of water to 1/2” 
piece of fresh ginger and honey to taste. Boil as many glasses of water 
as you have the tamarind leaves, to get a1:l proportion. Wash tamarind 
leaves well. Remove boiled water from fire add tamarind leaves to hot 
water and add ginger-also after cleaning and crushing - leave covered 
overnight, next day strain, add honey to the strained liquid, bottle and 
use 4-6 times daily for coughs. 


NOSE BLEEDS 


HOW TO STOP NOSE BLEEDS; 


(1) 
(2) 


Sit quietly. 


Pinch the nose firmly for 10 minutes or until the bleeding has stopped. 


If this does not control the bleeding ...-- 


Pack the nostril with a wad of cotton, leaving part of it outside the nose. 


af 


possible, first wet the cotton with hydrogen peroxide, vaseline. Then 


pinch the nose firmly again. Do not let go for 10 minutes or more. 


Leave the cotton in place for a few hours after the bleeding stops: then take 


it out very carefully. 
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Do not dig into the nose or try to remove clotted blood. Bleeding will start 


again. 


If a person’s nose bleeds often, smear a little vaseline inside the nostrils 
twice a day. 


Eating oranges, tomatoes, and other fruits may help to strengthen the small 
blood vessels so that the nose bleeds less. 


In older persons especially, bleeding may come from the back part of the nose 
and cannot be stopped by pinching it. In this case, have the person hold a 
cork, corn cob, or other similar object between his teeth and, leaning 
forward, sit quietly and try not to swallow until the bleeding stops. (The 
cork helps keep him from swallowing and that gives the blood a chance to 


clot). 

7. SCABIES 

Scabies is a common skin problem especially among children but also in adults. 
People get scabies because of inability to keep clean - e.g. where there is 


water shortage and a daily bath is not possible. 


How to diagnose scabies 


- very itchy 
- rash between the fingers but can and does spread to other areas of the 
body. 


~~ between the fingers 


¥ be on the wrists 
a 


ee eee 
; $ 


Small itchy sores on the 
penis and scrotum of 
young boys are almost 
always scabies. 


How to treat 
(a) Home remedy 


Paste made with neem leaves and turmeric ground together —- apply over affected 
areas, kept on overnight and then bathe with hot water. 
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(b) “eda Benzoate Solution - applied overnight then followed by a _ hot 


gel IMPORTANT PART OF THE TREATMENT IS TO WASH ALL CLOTHES ALSO IN HOT 
DRY IN THE SUN. If this is not done the infection recurs. 


\ LEZ 
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8. WOUNDS: 


Cleanliness is of first importance in preventing infection and helping wounds 
to heal. 


To treat wound - First wash your hands very well with soap and water. 
Then wash the wound well with soap and boiled water. 


When cleaning the wound, be careful to clean out all the dirt. Lift up and 
clean under any flaps of skin. You can use a clean tweezers or other 
instruments to remove bits of dirt, but always boil instruments first to be 
sure they are sterile. If possible, squirt out the wound with boiled water in 


a syringe or suction bulb. 
Any bit of dirt that is left in a wound can cause an infection. 


Never put animal or human faeces or mud on a wound. These can cause dangerous 
infections, such as tetanus. 


< DO NOT 00 THIS 
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A clean wound will heal without any medicine. 


If a person gets a cut, scrape or wound, give him an injection of tetanus 
toxoid immediately. If he has not been immunized against tetanus, give him 
one injection each month for the next two months. 


LARGE CUTS: HOW TO CLOSE THEM 


A recent cut that is very clean will heal faster if you bring the edges 
together so the cut stays closed. 


Close a deep cut only if all of the following are true: 

- the cut is less than 12 hours old 

- the cut is very clean and 

- it is impossible to get a health worker to close it the same day. 


Before closing the cut, wash it very well with boiled water and soap. tf 
possible, squirt it out with a syringe and water. Be absolutely sure that no 
dirt is left hidden in the cut. 


INFECTED WOUNDS, HOW TO RECOGNIZE AND TREAT THEM 

A wound is infected if: 

- it becomes red, swollen, hot and painful 

- it has pus 

- or if it begins to smell bad 

The infection is spreading to other parts of the body if: 

- it causes fever 

— there is a red line above the wound 

~ or if the lymph nodes become swollen and tender. Lymph nodes - often called 
“glands” - are little traps for germs that form small lumps under the skin 


when they get infected 


— swollen lymph nodes behind the ear point to an infection on the head or 
scalp, often caused by sores or lice, or German measles may be the cause. 


- Swollen nodes below tne ear land on the neck indicate infections of the 
ear, face, or head (or tuberculosis) 


~ Swollen nodes below the jaw indicate infections of the teeth or throat 
- Swollen nodes in the armpit indicate an infection of the arm, head, or 


breast (or sometimes breast cancer) 
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— Swollen nodes in the groin indicate an infection or the leg, foot, genitals, 
or anus. 


Treatment of infected wounds: 


- put hot compresses over the wound for 20 minutes 4 times a day. You use hot 
water with salt, soap or potassium permanganate for the compress. 


- Psi ‘ei infected part at rest and elevated (raised above the level of the 
eart). 


- If the infection is severe or the person has not been vaccinated against 
tetanus, an antibiotic like penicillin and vaccination against tetanus waist 
be given by a qualified health worker. 


Warning: if the wound has a bad smell, if brown or grey liquid oozes out, or 
if the skin around it turns black and forms air bubbles or blisters, this may 
be gangrene. Seek medical help fast. 


Wounds that are most likely to become dangerously infected. 


dirty wounds, or wounds made with dirty objects. 

puncture wounds and other deep wounds that do not bleed much 
wounds made where animals are kept: in cowsheds pigpens, etc. 
large wounds with severe mashing or bruising. 

bites, especially from dogs, pigs or people 

bullet wounds. 
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Special care for this type of “high risk” wound: 


(1) Wash the wound well with boiled water and soap. Remove all pieces of 
dirt, blood clots, and dead or badly damaged flesh. Squirt out the dirt 
using a syringe or suction bulb. 


(2) Soak the wound in water with potassium permanganate (1 teaspoon to a 
bucket). Then paint the wound with gentian violet and cover it with a 
clean bandage. 


(3) If the wound is very deep, or if is a bite, or if there is a chane that it 
still has dirt in it, use an oral antibiotic is necessary. The best is 
ampicillin, in capsules (in the most serious cases, injections.) If 
patient cannot afford ampicillin, pencillin, tetracycline, or a sulfe may 
be given by a qualified health worker. 


(4) Never close this type of wound with stitches or ~putterfly” bandages. 
Leave the wound open. 


The danger of tetanus is very great in people who have not been vaccinated 
against this deadly disease. To lower the risk, a person who has not been 
vaccinated against tetanus should use pencillin immediately after receiving a 
wound of this type, even if the injury is small. 
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If a wound of this type is very severe, a person who has not been vaceinated 
against tetanus should take large doses of pencillin or ampicillin for a week 
or more. Tetanus antitoxin should also be considered - but be sure to take 


the necessary precautions in its use. 

(9) BURNS: 

Prevention: 

Most burns can be prevented. Take special care with children. 
* Do not let small babies go near a fire. 


* Keep lamps and matches out of reach 
* Turn handles of pans on the stove so children cannot reach them. 


-_ Zs 
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Minor burns that do not form Blisters (1 degree) 

To help ease the pain and lessen damage caused by a minor burn put the burned 
part in cold water at once. No further treatment is needed. Take aspirin for 
pain. 


Burns that cause blisters (2nd degree): 


Da not break blisters. 


DO NOT DO THIS 
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If the blisters are broken, wash gently with soap and boiled water that has 
been cooled. Sterilize a little Vaseline by heating it until it boils and 
spread it on a piece of sterile gauze. Then put the gauze on the burn. 


If there is no Vaseline, put some gentian violet, leave the burn uncovered. 
If signs of infection appear - pus, bad smell, fever, or swollen lymph nodes- 
apply compresses of potassium permanganate solution 3 times a day. If 
potassium permanaganate is not available, you can use warm salt water (1 tea 
spoon salt to 1 litre water.) Boil both the water and cloth before use. With 
great care, remove the dead skin flesh. You can spread on a litle antibiotic 
ointment such as Neosporin. In severe cases, an antibiotic such as penicillin 
or ampicillin by mouth may be given by a qualified health worker. 


Deep burns (3rd degree) that destroy the skin and expose raw or charred flesh 
are always serious, as are any burns that cover large areas of the body. Take 
the person to a health centre at once. In the meantime wrap the burned part 
with a very clean cloth or towel. 


If it is impossible to get medical help, treat the burn as described above. 
If you do not have Vaseline, put some gentian violet and leave the burn in the 
open air, covering it only with a loose cotton cloth or sheet to protect it 
from dust and flies. Keep the cloth very clean and change it each time it 
gets dirty with liquid or blood from the burn. Penicillin may be given by a 
qualified health worker. 


Never put grease, fat, hides, coffee, herbs or faeces on a burn. 
Special precautions for very serious burns. 


Any person who has been badly burned easily go into shock because of combined 
pain, fear, and the loss of body fluids from the oozing burn. Comfort and 
reassure the burned person. Give him Paracetamol for the pain and code in if 
you can get it. Bathing open wounds in slightly salty water also helps calm 
pain. Put 1 teaspoon of salt for each litre of boiled (and cooled) water. 


Give the burned person plenty of liquid. If the burned area is large (more 
than twice the size of his hand) make up the following drink. In a liter of 
water put half a teaspoon of salt and half a teaspoon of bicarbonate of soda. 
Also put in 2 or 3 tablespoon of sugar or honey and some orange or lemon juice 
if possible. The burned person should drink this as often as possible, 
especially until he urinates frequently. 


(10) SNAKE BITE 


All snakes are not poisonous, nor can they outrun man as commonly believed 
there are only four common poisonous snakes in India. 


1. Common cobra (Hindi:Nag) name in your area 

2. Common Krait (Hindi: bangarus) name in your area 
3. Russel’s viper (Hindi:Daboia) name in your area 

4. Saw-scaled viper (Hindi:Phoorsa) name in your area 
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This snake is less than a foot long. It has a clear “arrowhead” design on 
the head. Both Russel~s viper and Saw-scaled viper have a triangular head and 


a narrow, thin neck. 


When a person has been bitten by a snake, try to find out if the snake was 
poisonous, or not. Their bite marks are different. 


NON -POISONOUS 
potsoNOus SNAKE 


° 
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Most often the bite marks are not so clear as shown in the picture. There may 
be just one fang mark, or just row of teeth marks, or a ragged tear at the 
site of the wound. When in doubt, always look for the local and general signs 
of poisoning, and keep the person under observation for at least one day. 


The poison from cobra and krait affect the nervous systen. The viper venom 
affects the blood and prevents it from clotting. 


People often believe that certain harmless snakes are poisonus. DO NOT KILL 
NON POISONOUS SNAKES, because they do no harm. On the contrary, they kill 
mice and other pests that do lots of damage. Some even kill poisonous snakes. 
At the site of the snake bite: local signs 


These signs appear within 15 to 30 minutes of the bite. 


* Pain - may be quite severe and may last for many days. 


* swelling - depends on the amount of poison that has entered the blood. In 
case of viper bites, pain and swelling at the site of the bite is more 
severe. 


* bleeding from the bite: this is more common in case of viper bite 

* infection and gangrene may also develop. 

General signs: These develop from 15 minutes to one hour after the bite. 
Cobra and Krait: affect the nervous system. 


* drowsiness 

* weakness of the muscles especially the muscles around the eye. 

* the person may start seeing double (double vision) and may develop a 
squint. 

* paralysis of muscles. 

* respiratory failure may lead to death. 
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Vipers: affects the clotting of blood. 


headache, giddiness 

nausea, vomiting 

cough with bloodstained phlegm 

bleeding under the skin 

signs of shock if there is too much bleeding. 
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Treatment for poisonous snakebite: 


(1) Stay quiet; do not move the part that has been bitten. The more it is 
moved, the more rapidly the poison will spread through the body. A person 
who has been bitten on the foot should not walk. 


(2) Tie a cloth around the limb, just above the bite. Do not tie it very 
tight, and loosen it for a moment every half hour. 


(3) With a very clean knife (sterilized in a flame) make a cut into each fang 
mark: about 1 cm long and 1/2 cm . deep. 


(4) If you can get ice, wrap pieces in thick cloth and pack these around the 
limb that was bitten. 


(S) Tetanus toxoid injection must be given to prevent tetanus. 
(6) If signs of infection develop, penicillin may be used. 


(7) If a person develops any of general signs described above, refer to 
the nearest health facility immediately. 


Poisonsous snake bite is dangerous. Send for medical help at once- but always 
do the things explained above at once. Most folk remedies for snakebites do 
little if any good. Never drink alcohol after a snakebite. It makes things 
worse. 


Note : you can get polyvalent antivenin which is effective against the above 
snakebites from: 


The Haffekine Institute 
Acharya Dande Marg 
Parel 

Bombay - 400 012 (India) 


For further reading on this refer First Aid chapter in “Where There Is No 
Doctor.” 
HOW TO TEACH THESE LESSONS TO CHV“S : POINTS TO REMEMBER 


mE ——S ee 


i) Find out from CHVs what illnesses occur commonly fever, cough, diarrhoea 
and vomiting are common illnesses everywhere. 


ii) Ask how commom cuts and brusies and poisonous bites are. 
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iii) 


iv) 
v) 


vi) 


vii) 


Based on their response make up a list of common illnesses which they can 
treat at village level. 


Check this list with your hospital staff 
Teach one illness and its treatment at a time. 


Make sure you teach CHVs when they should refer an illness and make sure 
they understand the procedure for referral. 


Make sure your hospital staff understands the referral procedures from 
the field to the hospital- you will have to organise 


viii)Make sure you also organise a follow up plan for any person treated at 


ix) 


x) 


—S 


the hospital. How is the person doing after hospital treatment? Convey 
this information back to the department concernad, 


Use case study of actual patient from the community to teach this 
lessons.This always generates and sustains inkerest of the CHVs. 


Be sure to emphasise HOW TO PREVENT THESE ILLNESS - e.g. when teaching 
about diarrhoea that simple hand washing before meals can be decrease the 
number of times one gets diarrhoea. STRESS THE IMPORTANCE OF GOOD 
NUTRITION IN FIGHTING DISEASE AND HELPING BABY TO RECOVER QUICKLY. 
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TUBERCULOSIS 


l. Prevalence: 

2% of the population suffer from TB. Among these the number of 
persons with infectious tuberculosis is 0.4% (In a population of 
1000 there may be 4 infectious persons) from whom disease can 
spread to others. 

THESE ARE THE PERSONS WHOM WE ARE CONCERNED WITH 


Therefore these people are to be identified 


- educated 
- motivated to get regular treatment 


Calculate the prevalance in your area: 
Population... 

Infectious persons ... 

2. Care and Prevention: 


TB is caused by germs and the commonest part of the body affected is the 
lungs. 


When a person suffering from TB coughs he/she brings out millions of TB 
germs; these germs are taken in by other persons while breathing, and _ the 
disease spreads. 


Te 
Paci 
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* + * * 
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Importence of regular treatment. 


TB IS CURABLE 

PEOPLE DIE IF THEY ARE IRREGULAR WITH TREATMENT 

PEOPLE CAN CONTINUE TO WORK IF REGULAR WITH TREATMENT. 
FREE EFFECTIVE DRUGS ARE AVAILABLE FROM THE GOVERNMENT. 


ree ee 


Malnourished Children get T.B. more often. 


TB IS INFECTIOUS 
TB PATIENTS CAN BE RECOGNISED EASILY FROM CERTAIN CARDINAL SYMPTOMS 


COUGH FOR TWO WEEKS OR LONGER 
LOW FEVER OF TWO WEEKS OR LONGER 
WEIGHT LOSS 

NIGHT SWEATS 

BLOOD IN SPUTUM 


TB IS PREVENTABLE AND HOW TO PREVENT IT 
TB NEEDS REGULAR TREATMENT 
TB DRUGS ARE AVAILABLE FREE OF COST FROM GOVERNMENT 


The CHV has to do - the following: 


* 
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Advise any person suffering from any two of the above symptoms to _ go 
to the hospital or subcentre. 

Educate the patient and family about preventive measures. 

Motivate the patient to take regular treatment. 

Advise on supportive measures applicable at family level. 

Teach persons suffering from TB, (and their families), that they 
should 


COVER THEIR MOUTH WHILE COUGHING OR SNEEZING; 

NOT SPIT ANYWHERE BUT INTO A CONTAINER WITH BITS OF PAPER TO BE BURNT 
LATER; 

COVER WITH SAND THE SPUTUM, IN CASE HE IS FORCED TO SPIT WHILE AWAY 
FROM THE HOUSE. 

SLEEP SEPARATELY, ESPECIALLY AWAY FROM CHILDREN, AND IN FRESH AIR 

SEE TO IT THAT ALL THE CHILDREN IN THE HOUSEHOLD ARE GIVEN BCG 
VACCINATION 

ENSURE THAT SWEEPING OF THE HOUSE IS AFTER SPRINKLING FLOOR WITH 
WATER (WET MOPPING IS IDEAL) 


Use flash card (or Flip Chart), to explain how tuberculosis spreads. 
STRESS IMPORTANCE OF BCG VACCINATION 
DEMONSTRATE HOW TO DISPOSE SPUTUM 


eS 
DESIRABLE ACHIEVEMENT TARGET FOR CHV: SHE SHOULD MOTIVATE 


ALL INFECTIOUS TB PATIENTS (APPROXOMATELY FOUR ONLY ) 
TO BE ON REGULAR TREATMENT FOR A MINIMUM PERIOD OF ONE YEAR 


SAERnIn ae ee 
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LEPROSY 


1. CAUSE 


* LEPROSY IS NOT DUE TO A CURSE. 
* LEPROSY IS NOT A HEREDITORY DISEASE 
* LEPROSY IS CAUSED BY GERMS 


LEPROSY HAS A SOCIAL STIGMA (UNFORTUNATELY ) 


2. SPREAD: 


Leprosy spreads by close contact over a long period of time. Usually it vakes 
a few years before a person develops Leprosy. Only 5% of the people in a, 
population do not have their own body protection against leprosy (susceptibi- 


lity) 
3. SIGNS 
Leprosy germs attack NERVES AND SKIN 


AN INSENSITIVE WHITE PATCH - on face, or buttock, back or any part of 
body may be leprosy. 


LOSS OF SENSATION in fingers and feet. 


THICKENED NERVES at elbow and back of leg. 


POSSIBLE SIGNS OF LEPROSY 


loss of Peeling 
(burns ang 


scars} - less ot 


ee eyebrows 


_—- thick square 
ei eatlobes 


-- ——-. - ——— hick nerves 


marks 
ov ings 
without 
teeling 
inside 
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4. 


Recent advances in treatment have shortened the duratio 


TREATMENT 


to a maximum of only 2 years. 


REFER ANY PERSON WHOM YOU SUSPECT IS HAVING LEPROSY TO A DOCTOR. 
CURABLE. 


5. 


Assessment: 


By discussion. 


6. 


* 


CHV Needs to know 
Leprosy is curable 


Early detection & treatment prevent deformity and the 
stigma. 


How to detect leprosy from signs and symptoms 

Refer persons suspected of having leprosy to a doctor 
Explain that leprosy is a curable disease 

TEACH with flash cards/other aids the signs of leprosy 


STRESS the importance of early detection and regular treatment. 
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n of leprosy treatment 


LEPROSY IS 


associated 


ENVIRONMENTAL SANITATION 


Introduction: 


Note: This chapter deliberately brief; our intent is not to belittle the 
importance of environmental sanitation in promotion of health. Rather we have 


given importance to a few practical measures which can be achieved by all ina 
village setting. 


Social sanitation is not a virtue among us. We may take a kind of a bath, but 
we do not mind dirtying the well or the tank or the stream by whose side, or 
in which we perform our ablutions. 


I regard this defect asa great vice which is responsible for the 
disgraceful state of our villages and the sacred banks of the sacred 
rivers, and for the diseases that spring from insanitation” - Mahatma 
Gandhi. 

Indians have been described as the people who are fastidious about eating in 

private and easing in public. 

Can we do something about changing this? 

1) Water 


1) Sources of water supply 


Ponds, streams, wells and pipes are the common sources in our 
villages. 
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ii) How contamination takes place 
Usually ponds are more heavily contaminated than running water. 


Deep borewells are generally safe, but later on the water can get contaminated 


by careless handling. 


iii) How to get safe drinking water. 


Boiling is the most simple and effective method of getting safe drinking 
water. 
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2. Waste and Excreta disposal 


i) Diseases are spread by improper disposal of excreta and other wastes. 

ii) Improper disposal of excreta is responsible for worms, cholera diarrhoea, 
typhoid, jaundice, polio and Many other diseases. In most cases flies act 
as the vehicle of spread. 

3. Importance of personal hygiene. 

i) The use of soap or (any local detergent) for washing hands after 
defecaction and before every meal is likely to prevent most illness. 

ii) Cooked and uncooked eatables should be kept covered. 

iii) Water should be boiled and then stored in closed clean containers. 

iv) A long handled cup (ladle) should be used for taking water from 


container. 


This prevents contamination of water in the container. 


4, 


How to impart this knowledge to others. 


Explain to them the spread of diseases, caused by impure water, and poor 
environmental sanitation using visual aids. 


STIMULATE a group discussion on what steps they will take to improve their 
village sanitation. 
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JOB FUNCTIONS OF THE PROJECT MANAGER 


INTRODUCTION: 


The project Manager (He/She) is a full time staff whose main responsibility is 
the management of the CBPHC Programme. He/She should preferably be a _ non- 
medical graduate with the ability to work with people. He/She will be the 
main liason between the field staff and the institution. 

FUNCTION: 

1. Responsible to the CEO of the Institution. 


2. Supervision and guidance. 


a) Supervise and guide the field supervisors/multipurpose health workers 
and volunteers. 


b) Strengthen the knowledge and the skills of the field supervisors or 
multipurpose health workers in their different areas. 


c) Help and guide the field supervisor/MPHW in improving their human 
relations skills: 


d) Help and guide the field supervisors/MPHW in planning and organising their 
programme. 


e) Assess the work of Field Supervisor 


£) Assess the work of CHV in consultation with Field Supervisor 


3. Training: 


Organise and conduct training of CHVs with the help of Field Supervisor/MPHWs 
and hospital staff. 


4) Team Work: 


a) Plan, prepare and conduct a baseline survey with the Field Supervisors 
and Community Health Volunteers. 


b) Promote team work among the colleagues 
¢) Coordinate the activities with other workers and agencies. 


d) Visit each field Supervisors/MPHW at least once a week on fixed days; 
observe and guide them in the day-to-day activities. 


e) Arrange group meetings with leaders of community and involve then in 
spreading the message of various health programmes. 
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SECTION V 


MANAGEMENT TRAINING AND SUPPORT 


1. JOB DESCRIPTION 

2. GENERAL PRINCIPLES OF TRAINING 

3. GENERAL PRINCIPLES OF SUPERVISION 

4. SELECTION TRAINING AND SUPPORT OF CHVs 


5. MANAGEMENT AND MONITORING OF PRIMARY HEALTH CARE 


* a: 
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f) 


8) 


e) 


f) 


g) 


h) 


i) 
j) 


a ee the maintenance of records of the field supervisors/MPiwe to 
guide them in their proper maintnenance. 


Conduct regular staff meetings for the field supervisors/MPHWs and 
community health volunteers. 


Attend staff meetings at sub-centre/hospital. 

Participate in mass Camps and compaigns in health programme. 
Indent, procure and Supply material to field supervisors/MPHWs. 
Supply of equipment & maintenance of subcentre. 

Records and Reports: 

Prepare, maintain and utilise prescribed records and reports. 


Review and consolidate periodical reports. Submit reports through the 
Medical Superintendent to CMAI, Area Office & Community Health Department. 


Others: 


Respond to urgent calls from the Field Supervisor andCHVs and render 
necessary help. 


Organise and utilize the youth club,village committee etc in the family 
welfare programmes. 


Personally motivate resistant cases for family planning. 


Be alert to the sudden outbreak of measles, cholera,pertussis, malaria and 
take all remedical measures. 


Help the community in the construction of soakage and manure - pits and 
sanitary latrines, etc. 


Prepare charts, maps of the area and statistics and display at 
subcentre/hospital. 


Select Field Supervisor in consultation with the Chief Executive Officer 
of the Institution. 


Attend the relevant training programme related to microproject management 
organised by CMAI. 


Select CHV in consultation with Field Supervisors and Village leaders. 


Accompany the Project Development Officers or other CMAI Staff during the 
site visit. 
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Summary: 
At the institution level the Project Manager is the person who is fully 
responsible for the management of the CBPHC project. He will supervise and 


guide the Field Supervisors and Community Health Volunteers in their work. He 
will report to the Chief Executive Officer of the institution. 


JOB FUNCTIONS OF THE FIELD SUPERVISOR/MULTIPURPOSE HEALTH WORKER 


Introduction: 

The FS/MPHW should be a full-time staff of the project. It is preferable that 

this individual has some experience of health work at field level and also has 

some basic nursing skills. He/She will be responsible to the Project Manager. 

I. REGISTRATION 

1. She will register: (a) pregnant women from three months of pregnancy 
onwards, (b) married women in the reproductive period, (c)under two years 


children through systematic home-visits and at clinics. 


2. Maintain maternity record, register of antenatal cases, eligible couple 
register, children register up-to-date. 


3. Categorize the eligible couples according to the number of children and age 
of mothers. 
II.CARE AT HOME 


1. She will provide care to pregnant women especially registered mothers, 
throughout the period of pregnancy. 


2. Give advice on nutrition to expectant and nursing mothers. 


3. Distribute iron and folic acid tablets to pregnant women, and Vit.~A” 
solution to children. 


4. Immunize pregnant mothers with tetanus toxoid. 


5. Refer cases of abnormal pregnancy and cases with medical and gynaecology 
problems to sub-centre or referral hospital. 


6. Conduct deliveries in her area. 
7. Supervise deliveries conducted by dais and wherever called in. 
8. Refer cases of difficult labour and new borns with abnormalities and help 


them to get institutional care and provide follow-up care to patients 
referred to or discharged from hospital. 


214 


9. Provide atleast three 
render advice regarding breast feeding. 


post~delivery visits for each delivery case and 


10.Spread the message of family planning to the couples: motivate them for 


ll. 


12. 


13. 


14. 


15. 


16. 


17. 


18. 


III. 


l. 


2. 


3. 


family planning individually and in groups. 


Distributes conventional contraceptives to the couples, provide facilities 
and help to prospective adopters in getting family planning services, if 


necessary, by accompanying or arranging a CHV to accompany them to the 
referral hospital. 


Provide follow-up services to family planning acceptors, identify side- 
effects, give appropriate advice and refer those cases that need attention 
by physicians to the subcentre/referral hospital. 


Assess the growth and development of the infant and take necessary action 
by regular weighing of under two children at subcentre and at home. 


Do BCG,DPT and Polio, measles (if available) vaccinations at subcentre. 
Provide treatment for minor ailments, provide first aid in case of 
emergencies and refer cases beyond her competence to the referral 


hospital. 


Notify notifiable diseases which she comes accross during her visits. (all 
infectious diseases including TB and leprosy). 


Record and report births and deaths occurring in her area to the Project 
Manager. 


Record infant deaths and deaths and then causes & report to PM 
CARE AT THE SUB CENTRE 


Arrange and help M.O. and Project Managers in conducting MCH. Clinics at 
the sub-centre. 


Conduct urine examination and estimate Hb% at subcentre. 
Educate mothers individually and in groups in better family health 


including MCH and family health, FIONA, nutriition, immunization, oral 
rehydration theory, Vit A, hygiene and minor ailments. 


CARE IN THE COMMUNITY 
She will identify women leaders and help them to organise meetings. 


Participate in Mahila Mandal meetings, and utilise such gatherings for 
educating women in family welfare programmes. 


Utilise satisfied customers, village leaders, dais and others for 
promoting family welfare programmes. 
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OTHERS 

Maintain the cleanliness of the centre. 

Attend staff meetings at subcentre and at hopsital. 

List dais in her area and involve them in promoting family welfare work. 
Help the Project Manager in the training programmes of CHVs. 


Coordinate her activities with community health volunteers and other Field 
Supervisors. 


Prepare and maintain all registers and records, and maps, charts, for her 
area in the sub centres and submit the prescribed periodical reports in 
time to the Project Manager as per standing orders or instructions. 

e 


Conduct a baseline survey along with the PM and CHVs. 


Strengthen the knowledge of CHVs on FIONA. 


Attend the relevant and necessary training programmes related to microprojects when 5s 


FUNCTIONS OF COMMUNITY HEALTH VOLUNTEER: 


Will be responsible to Project Manager through Field Supervisor. 


Conduct survey for registration of fertile couples and provide family 
planning information and education. 


Distribute contraceptives to the clients and make regular follow-up visit 


of contraceptive clients. 


Refer individuals to nearest health centre for sterilization and IUD who 
request these services. 


Identify married woman of reproductive age group, U/2 children and women 
or family, practicing family planning. Keep daily reord of activities, 
and submit activity report to supervisor indicating number of clients 
served. 


Educate the women in the village on the vaccine preventable diseases. 


Motivate the mothers having under 2 children to bring them for vaccination 
against vaccine preventable diseases of children to the subcentre. 


Educate the women on diet, and importance of antenatal checkup and 
motivate them to get regular antenatal care at subcentre. 


Report the number of pregnant women in the area to the FeS. 
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10. 


ll. 


12. 


13. 


14, 


I5. 


Educate the women on diarrhoel disease and importance of oral rehydration 
therapy. 


Organise and conduct ORS ‘preparation demonstration sessions to women in 
her area. 


Educate the women about nutrition for the children and stress on the 
importance of breast feeding. 


Educate women on preventale blindness of children and on sources of Vit-A 
in the food. 


Report to the F.S. the number of children who had suffered from diarrhoea, 
and vaccine preventable diseases, the care given and the outcome. 


Help the P.M. and the F.S. to conduct the baseline survey. 
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GENERAL PRINCIPLES OF TRAINING 


BASICS OF BEING A GOOD TEACHER 


ae 


The Mediocre Teacher Tells 
The Good Teacher Explains 
The Superior Teacher Demonstrates 


The Great Teacher Inspires 


nn ee EERE UEEREREEERERRREEEnEEneEEmeennnene 


The teacher’s main responsibility is 


1) to decide what the student should learn 
2) make sure that the student learns it. 


l. 


1.1 
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Deciding what the student should learn - this is the course CONTENT 


Begin by looking at the job description i.e. what specific tasks are 
expected of the student at the end of the course thus if a CHV is to 
bring children for immunization it follows that the course content must 
include the topic of immunization. 


Having looked at the job description, the:teacher must make decisions 
about 


* which facts are important 
* how much detail should the students learn 
* what standard of performance is required 


Taking the same example one of the tasks in the job desciption of a community 
level worker is to bring children for immunization. 


For this the CHV must know : 


* facts about immunizations such as the fact that vaccines protect 
against diseases, facts about the schedule of immunizations, facts 
about the vaccine reactions, etc. 


* details - the teacher will have to make a decision on how much 
detail to give, i.e. should he/she talk about vaccines to prevent 
hepatitis? or should the more rare reactions like hypersensitivity 
to the vaccine be taught? 


(Hepatitis Vaccine exists but is not available in India at 
present therefore this knowledge is of no practical value to the 
student.) 


THE PRINCIPLE IS TO GIVE ALL THE INFORMATION THAT IS NECESSARY TO DO THE JOB, 
NOT NECESSARILY ALL THE INFORMATION THAT IS AVAILABLE ON THE SUBJECT. 
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Another way of Saying this is: 


~ certain things must be learned 
~ certain things are useful to learn 
- certain things are nice to . learn 


as summarised in this diagram 


useful to learn 


nice to learn 


Must learn is a target - these are the things which the student must learn if 
he is to be competent in his job. These are the points which the teacher must 
stress while teaching. These are the points which must be tested in exams. 


Surrounding the must learn target are many other things which are useful to 
learn but are not essential for job competancy. 


Nice to learn are other “facts"which may be of only theoretical importance, 
facts not relevant in performing the job. 


* standard of performance, i.e.knowledge given should result in the 
desired effect; so it is important not only to teach relevant facts in 
sufficient detail but also to teach certain communication skills 
neccesary for the CHV to achieve the desired result\- in this case 
for all children to be immunized. 


Ze Making sure the student learns 


Important principles in making sure of this are: 


2.1 Clarity 

2.2. Variety 

2.3 Being sensitive to the varying abilities of your students 
2.4 Assessment 

2.5 Continuing self education 
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2.1 Clarity 


Make sure that your students can hear what you say and can read what you 
write, also use simple language - avoid technical words that have no 
meaning for your students, e.g. instead of saying “apply digital 
pressure” say press with your finger. 


ds 
The students may be able to hear the wor 
you say but they may not really understand them. 


2.2. Variety 


Variety makes learning interesting, more importantly differing methods are 
suited to differing learning abilities - a good maximum is “hear and 
forget .... see and remember .... do and understood ’ 


“Hear and forget...” 


Lectures - use this method to minimally; always try and supplement 
your lecture with appropriate visual aids such as 
Posters, flashcards, overhead projectors, slides, 


monstration - make sure all students can see, 
demonstration 


filmstrips,films,de- 
this is especially true for 
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“The demonstration must be visible “” 


b. Roleplay- in this method students act different parts as if they were ina 
play. Roleplaying excerises are useful in teaching students to experience 


eee ig the feeling of others and also help in learning communication 
skills. 


Example: 


Ask student A to act the role of a health worker trying to persuade a mother 
to have her baby immunized against polio. 


Ask student B to act the role of the mother. Explain that the mother is 
worried because she has heard that the immunization is dangerous and that her 
mother does not believe immunization is necessary. However, she must be 
persuaded although she respects her own mother. 


Ask student C to act the role of the grandmother. The grandmother expects her 
opinion to be followed. None of her babies were immunized and all of them 
grew up to be strong and healthy. She believes immunization is unnecessary 
and dangerous. 


Now tell the role players that the health worker is talking to the mother and 
grandmother in the health centre. Ask the role-players to act the parts you 
have given them by talking and reacting in the way they think that the mother, 
grandmother and health worker would behave. 


Ask the other students in the group to watch and listen to what happpens. 
They should note down things which the health worker does well and also _ the 


mistakes he or she makes. 


They should think how they would have talked or acted differently. What other 
information would they have used? Would their manner have been different.? 


Probably the role-playing will last for only a few minutes. Now comes the very 
important stage - the discussion. 
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Ask various students how they would have behaved and invite discussion from 
the group as a whole about the way the health worker behaved. Ask them also 
how the grandmother and mother felt. Would the mother have felt bullied? As 
the teacher you should try to start the students thinking about the emotions 
of the people in the role~playing. The students should also be made aware that 
facts are not enough for good communication. 


(c) Dramas and or songs are useful means of helping a Community to understand 
a particular health message and because itis a depiction of a real a 
situation in an acceptable manner, it is one of the methods which is more 
likely to assist in change of attitudes leading on to a desirable change 
in behaviour eg. accepting treatment for tuberculosis or accepting a 
contraceptive method, etc. 


It is impractical to use a drama in a class room setting for teaching 
health professionals, but the CHV can use this tool for effective 
communication at community level. 


Play On “The |mportance of Breast Feeding '’ 


wHY DO YOu 


| BREAST FEED 


MY BABY, AND |} | BOTTLE FEED THINK MY 
SEE How HEALTHY, | Miwe -- AND Look | BABY ALWAYS 
) SHE is! HOW THIN ME 1g 7/ BAS DIARRHEA ?/ 


az2 


a can be learned by exchanging ideas they have on a topic, especially so if 

ey have some work experience in the health field. Remember when teaching 
women who are mothers,all of them have some experience in cli]! rearing; 
stimulating students to share their experiences and debating differing 
opinions is a useful way of initiating “ active" learning. 


(e) Learning throgh games: Games with a health perspective can be designed, 
e-§- The Health Race” - a modification of snakes and ladders, where, on 
reaching positive health practices the player is given a boost and on 
reaching negative practises brought to a lower number. 


“Eliminate the Disease"- is a game in which cans with the names DPT & OPV 
are hung by a string. The player using a catapult is expected to eliminate 
the diseases. He is given 5 shots signifying 3 primary + 2 booster doses 
necessary for complete protection. 


3. Being sensitive to the varying abilities of your students 

Students have different rates of learning, different experiences and 
abilities. Get to know each student , allow enough time for each student to 
understand the main points of their lessons. Varied teaching methods will be 
helpful in assuring that most if not all your students learn. 

4. Assessment - make sure you allow adequate time for assessment 
The purpose is to : 
a. determine how much of the lesson the student has grasped 
b. use the results of such an assessment to modify your teaching methods. 


* simple ways of assessment are 


- allow sufficient time for questions and answers at the close of each 
session. 


- where communication skills are necessary for job competency the student 
may be asked to role play : the group can participate in constructive 
critiscism of the role play. 


- questionnaires or tests to assess knowledge gained by the students. Pre 
and post,questionnaires have an added advantage that results can be used 
to modify teaching methodology where appropriate. 


223 


feed back from student regarding 


FROM THE FIRST, 
BECAUSE THE 


FROM WHICH 


CLASS DID 2,2 TEACHER 
YOU LEARN & TOLD us 
MORE? MORE. 


BuT HOW MUCH 
OF IT DID YOu 
UNDERSTAND ? 


I WAS LUCKY IF 
I UNDERSTOOD 
ONE OUT OF 

FivE WOADS. IT 
MADE ME FEEL 
LiKE A FOOL/ 
MAYBE IT AM. 


* course content 

method of teaching 

quality of handouts, 

slides-clear or confusing 

suggestion for improvement 

use this feedback to make modification where appropriate. 


The focus of health worker training has been changing: 


mastering specific skills 


from memorizing facts ......... (co ee 
trom studying about problems ... to... practice solving real problems 
fram classroom learning ....... to ... field and village experience 


Continuing self education — 


Involvement in personal learning is a necessary condition for being 


effective teacher. 
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This involves : 


a. keeping up with develo 
pments in the subject matter being tau ht b 
relevant publications, manuals, text books etc. 7 : — 


b. 
attending seminars workshops, in your subject and related areas modifying 
your teaching to emphasise present conditions. 


Ce os ae to know the manner in which health care is provided. 
miitarize yourself with national health policy, with government health 
care delivery personnel and facilities in your area. 


BE A CONTINUOUS LEARNER YOURSELF ACKNOWLEDGE GAP 
° S IN YOUR KNOWLEDGE 
THAT YOU CAN ALWAYS LEARN MORE. cieape 


The best student and health worker 
is Not the one who has the best 
memory. He is the one who takes 
the time to :o0k things up 


vr 


PLANNING AND ORGANIZING VILLAGE LEVEL TRAINING 


All field workers (PM & FS) have to plan, prepare and organize training of 
CHVs as part of their ongoing project work. Since training forms a part of 
various projects/activities, the subject is of key importance. 


A. KINDS OF TRAINING FIELD WORKERS MAY HAVE TO PLAN AND ORGANIZE 


1. Training based on health needs of the community, Specific skills 
relevant to health and development. 


1. Conducting health education on family planning 


2. Demonstration on ORS preparation 
3. Organising immunization of mothers and children 


4. How to build a pit latrine 
5. Record keeping 
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in organising the above training 
Project Manager you will be assisting 
ad Flee 2 requesting people from outside who have specialized knowledge of 


the subject to conduct training. 


2. Informal training by field workers 


Sometimes you will be informally training field workers yourself. This could 
be on a one-to-one basis, or when you visit the village or sub-centre. 


3. Existing training programmes in which Field Workers can participate 


Several agencies and organizations are carrying oyt training programmes. 
The best way to get this information is from the District Offices and the 
BDO. Find out what is being offered, when, and for whom? 


Besides organizing training, you can send trainees to programmes that are 
appropriate for them. 


TO LEARN Oe 
1S TO CHANGE eee | 


CAUTION! 


When sending CHVs to existing training programmes. 


* Do not send them to existing training programmes just because the 
training is available. 


* Make sure there is a real need in an income project, or a community 
development project for the specific training you select. Make sure 
the appropriate person is sent, e.g. pig raising in a predominantly 
Muslim community. 


* Trainee/trainees on return to the community should be provided with the 
Opportunity to put the training to use,e.g, if you are sending someone 
to learn how to make sweaters on a machine, on return from the training 
the person will need to have - 


- the machine 

- knitting wool 
- space to work 
*. €t6s+< 
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Therefore, plan ahead for these items. Otherwise the person is frustrated, 
and the training is wasted. 


B.PLANNING THE TRAINING 


Points to consider 


How you plan a training programme can greatly affect the way the training is 
done, and the kind of learning that will take place. You may Or may not have 
organized several training activities for CHVs. As you know there are many 


approaches’ to training. There are, however, a few points of key importance 
that can help make training programmes useful and effective. 


Training to be effective must be: 


* based on the needs of the trainees and have their participation in all 
aspects as far as possible. 


* related to the project or activity that is to be implemented, and not 


just done for the sake of “training” 


practical and field-oriented - connected with the day to day life of 
the community 


* a way of providing an opportunity for the community to develop 
problem-solving skills and confidence. 


* follow up regularly 


Too often training programes are planned without sufficient thought being 
given to the above pointsThe time and place is fixed,instructur chosen, 
content decided without any consultation with the trainees.The methods of 
training (mostly lectures) often are unsuitable to the needs of the CHVs. The 
training, therefore, though conducted according to plans, is not really useful 
to the communities. 


WHO PLANS? 


The Project Managers and Field Supervisors are responsible for planning and 
organizing the training of CHVs. This does not mean you must work alone. You 
can form a _ group/committee and request 2-3 members to work with you as a 
“training team’, or if this is not possible, you can request their help 
informally. It is a way to involve the hospital in planning training 
activities with you. 


PLAN CAREFULLY 


The training is for a day, two days,a week, you still need to plan it out 
carefully so that trainees can obtain the maximum benefits. 


The following steps help you in planning and conducting a training , and 
important points you need to consider in doing so. 
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COMMUNITY LEVEL TRAINING 

1. Identify type of training required 
2. Select trainees 

3. Assess trainee needs 

4. Develop a training plan 


Objective of training 
Location 

Duration 

Content 

Training methods 

Selection of resource persons 
Funds and resources 

Field work plan 

Plan for evaluation 

Follow up plan 
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5. Carry out training plan activities 

6. Conduct the training 

7. Evaluate and review training 

1. Identify clearly the kind/type of training required through : 

* Observation during visits 
- When you visit household/families,or groups,observe the things which 

could be improved by training e.g. you may observe that children are 
dirty and not well looked after, (training for mothers in proper child 


care is required) or 


- if you see a child with paralysis - education regarding immunization 
is required. 


* The Project plan 


- Community Based Primary Health Care Project has certain activities 
for which specific training is required. 


Decide together with your group/comittee/training team which training is 
needed most and what should be done most, and what should be done first. 


2. SELECT TRAINEES 
Refer to chapter on selection of CHVs. 


3. ASSESS TRAINEE NEEDS 
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THIS STEP IS VERY IMPORTANT 
* Through informal discussion with trainees, after selecting trainees , and 


before making any detailed program, you must meet and talk to half of the 


selected trainees to find out what their ideas and views are regarding the 
training, and their special needs. 


Find out 
~ What they already know about the subject selected for the training. 
- What skills they have,what are some of the things they can do well. 


- What are the most important topics about which they need to learn more, and 
what other skills are required. 


- Their ideas for training in gerneral 


* Also assess the training needs based on job description (if this is 


applicable - what knowledge and skills trainees will require to carry out 
their responsibilities effectively. 


The information you gather at this point will help you plan and : 


- Set clear objectives for the training programme and develop a_ relevant 
curriculum (content of training) 


- Will give you a rough idea of the level of skills and knowledge that 
trainees already have 


- Include other ideas of trainees in the plan 


4. DRAW UP A SIMPLE AND TENTATIVE TRAINING PLAN 


The plan will guide you in preparing the training programme, and gives you an 
idea of what things to consider. 


(You can change and modify this plan as you make preparation for the training) 
The plan should include: - 

(a) Objective of the training programme 

Write this as end results of the training and state them clearly. 

(b) Location/place 


- where will the training be held: 
house/school/panchayat office 


-~ will acommodation be required for trainees or Resource persons? 
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(c) Duration 


- how long will the training last - one day, 3 days a week, etc...? 


- also suggest the time of year that is most suitable to the CHVs as well as 
the resource persons/trainers who will participate. 


(d) Content of the training (curriculum) 


~ list here tentatively the topics to be included as identified by the 


trainees, (when doing trainee needs assesment). 


- add to this list from your observation and understanding other subjects 
that are necessary, particularly those related to the project which will be 
implemented. 


- the detailed content of the training will have to be decided together with 
the resource persons. 


(e) Training methods 
Give thought to the way in which training will be conducted: 


To encourage trainees to learn and participate, emphasise the use of 
methods that promote this. 


Example:- 


- group discussions where everyone takes part. 


- individual assignments, to encourage individual responsibility. 


Stimulate problem solving by CHVs, and encourage them to think out the 
causes of problems. 


- participation of trainees in planning some of the sessions and 
activities. : 


- visits to successful projects that are similar to the one you are training 
for. Observation and discussions with people involved in the projects can 
help trainees gain first-hand knowledge of what is possible and the problems 
they can run into. 
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- role play, if suitable and can be grasped by CHVs. 


= demonstrations, e.g 
°S- preparing a nutriti : 
vegetable garden, etc. & ous meal for the family, planting a 


- use of training aids/materials where necessary 
(f) Selection of resource persons/trainers 


Depending on the content of the training, you may want to select 
appropriate resource persons to carry out the training. 


- are there experienced people within the community who can assist in the 
training? 


~ which resource persons will you need from. outside? 
In selecting resource persons, try to involve those who, 


- have an understanding of village communities and treat people as 
equals, and with respect. 


- speak the same language as the CHVs. 


- are competent and knowledgeable about their specific topic and have the 
ability to communicate it in a practical way. 


- have had experience in training and working with CHVs. 
(g) Orientation of resource persons 


- Plan to meet with them. Orient/brief them about the training programme 
objectives and the tentative content, the back ground of trainees,and the 
training methods you wish to emphasise. 


- You will have to work closely with the Resource Persons to develop. the 
detailed content of each topic, and prepare simple training materials 
required for that particular topic. 


Work with resource persons to prepare a lesson plan 
WHAT A LESSON PLAN SHOULD INCLUDE 


‘he TOPIC 
2. OBJECTIVES of training session 
3 CONTENT of topic (break down topic into sub-points) 


4. PLAN FOR session (include activities, discussions presentations, group 
work etc.) 


(What Trainee will Do) (What Resource Person will Do) 
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5. DURATION (time needed in classroom and field) 


6. MATERIALS REQUIRED (posters,flip charts,workersheets, handouts,other audio 
visual aids) 


7. FIELD WORK/PRACTICAL WORK - if appropriate 


8. EVALUATION OF SESSION 


(h) Funds and resources 


~ are these available as part of the programme you are associated with ? 

~ will the community contribute money or provide facilities for the 
training ? 

~- what outside assistance is required ? 


(i) Plan field work and practical work 

Field work must be planned in connection with class work. Try to relate the 
two. If you are going on a field trip, e.g. visit to a successful group 
project, make sure you arrange this beforehand. Talk to the person concerned 
about the day and time of your visit, what you hope trainees will gain from 
this visit. Observe the project yourself to see if it provides an adequate 
learning opportunity. 

On the other hand, let trainees know the purpose of the field visit schedule. 
Assigned them tasks so that they focus their observations & discussions and 
make it a real learning experience. 

(j) Evaluation of training 

Plan how you will evaluate the training, e.g. 


~- daily feed-back from trainees regarding each topic covered in the training, 
to assess what they have learnt. 


- at the end of the training, an evaluation of the total training can be done 
by trainees, resource persons training team, and the others involved. (this 
could be done through informal discussions) 

* EVALUATION 
What to evaluate ? 


- the training content both of the class work and the field work-what was 
learnt by the trainees. 


~ methods of training, and use of training materials. 
~ performance of resource persons. 
- participation of trainees 
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~ practical arrangements (food, accommodation, social activities, etc). 


- others. 


ONE WAY ALL WAYS 
everyone 25 equal 


top 


Teacher tests and evaluates students Teacher and students evaluate 
(but not the other way around). each other, and the course. 


(k) Follow up of the training 


WHAT PROBLEMS HAVE vou 
COME UP AGAINST iN YOuR 
WORK THIS MONTH ? 


- what kind of support or supervision will the trainees receive after 
the training ? 


- will there be follow up refresher courses to provide an opportunity 
for continuing learning ? 


- will you plan similar training with other groups ? 


Having included all these points in the training plan, you know the things you 
have to do before and after training. 
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5. PREPARE CHECK LIST AND CARRY OUT TRAINING PLAN ACTIVITIES 
Things to be done 

- list the things that have to be done 

- contact resource people. 


- assign responsibility to the “training team” (if you have one) and 
yourself. 


- set dates by which planning activities have to be completed so that 
training will go according to schedule. 


6. HINTS- developing the curriculum and schedule 


* Identify priority topics 


Look at the list of topics that have to be included in the training, 
circle those that are priority topics. 


* Allocate time for each topic 


Consider how much time you need to allow for each area of study. Work 
this out with the resource persons responsible for the topics. 


If your total training period is for a week, figure out how many hours 
will be required to cover each subject, within the total time you have. 
Naturally some topics will require less time than others depending on the 
importance and complexity. 


* Balance the training programme 


KD a 
MY Os 
Qrcoay) 


Balance discussion type sessions (class work) with practical field work, 
(learning by doing). Practical work has to be emphasized so that trainees can 
practice the skills they need to acquire. Be sure that what is taught in 
theory, is also dealt with in the field work of practical work. 

Prepare a time table (e.g.for a training period of 3 days) 


Plan your class work and practical work on a day to day basis. 
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(i) Keep your schedule flexible so you can make necessary adjustments if 
necessary, and do not be afraid to change your plans. 


si training takes place in a village, emergencies or new situations may 
arise, or they may have learning opporunities you had not even consider in 


your plan, which is valuable for the trainees. Take advantage of such 
situations. Be flexible. . 


(11) How to pian the day 


Generally speaking:- 


- mornings are a good time for class work particularly in difficult 


topics that need concentration and thought. Everyone is fresh at this 
time. 


- afternoons are _ good for active discussions of practical field work. 
However, this will again depend on the kind of field work planned. If 
a convenient time for field work with CHVs is in the morning after 
“dal bhat", then you need to schedule accordingly. 


~ some evenings can be scheduled for a few social activities to break 
the routine, and provide an Opportunity for resource persons and 
trainees to know each other better. 


(iii) In the first day of the training, schedule activities that will enable 
the trainees to get to know each other, share their background and 
experiences. This time is not wasted, it leads to a more open exchange 
of ideas and livelier discussions, because people start becoming, 
familiar with one another. 


(iv) Provide breaks in between the morning and afternoon activities. 


(v) Do not wait too long to begin field work. Schedule it fairly early in 
the week. 


(vi) Include sufficient time each day for review sessions. These sessions 
are valuable. Trainees have an opportunity in these sessions to _ say 
what was accomplished during the day, what they learn and what problems 


they had. 


The first days of a training programe are often the most difficult. Have as 
much as possible ready ahead of time, and be prepared, 


- practical arrangements for food and accommodation. 

- training hall with adequate seating and light 

- black boards, chalks, pencils, training aids, tools other supplies/material 
necessary. 

- extra copies of the time table 

- be sure to remind the resource persons of their sessions 
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- explain the schedule and plan of training to trainees. Let them ask 


questions to clarify these points. p 

- be sensitive to the trainees, note how well they are participating or 1 
some are silent. Encourage the quite ones. 

- get daily feedback from trainees as planned in the evaluation. If trainees 
suggest certain changes, be open about including their ideas. 

- summarize at the end of the day what took place, and outline what will be 
done on the following day. 


8. SOME SIMPLE TRAINING AIDS AND METHODS 


Simple visual aids can be very useful in conducting training, and 
communicating ideas,particularly in rural areas where the majority of the 
people are illiterate. Most villagers like visuals because they add attrac~- 
tion to whatever topic is being discussed.It is also easier to get a discus- 
sion started if you have a visual. 


GUIDELINES IN VISUAL AIDS 

1. When using any training aids be cleared about : 
- the purpose 

- the idea to be presented 

- your audience 


2. Make your own training aids, using low cost materials. 


3. See if you can get some one in the community e.g. a local artist to help 
you draw the pictures (in case you feel you are not good at drawings). 


4. Keep training aids simple. 
5. Find out wh training aids already exist, and use them if appropriate. 


6. Visuals are a tool to assist you in training and not an end in themselves. 
Visuals alone do not solve any problem, they have a limited effect on 
changing people’s attitude and behaviour. 


7. Visuals to be effective must be explained properly. (but donot lecture) 
Involve people ina discussion. Explain symbols. If using a_ series of 
pictures make sure CHVs are understanding them in the right order. Try te 
connect pictures with examples of their real life situations. 


8. Practice the use of training aids before you actually used them in the 
community. This will give you confidence when carrying out the training. 


Points to consider when preparing visuals 


- The drawing used in visuals should be relevant and familiar to the local 
community. 


- The figures should not be overcrowded by the lot of background and other 
unrelated figures, otherwise it complicates and confuses what you are 
trying to explain. 
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eae a aids made for the purpose of training should be previously 

ested in the village. Do nof. be afraid of changing the idea or the 
drawings, if they are not understood. If people donot understand the 
drawings you cannot really use the visual effectively. 


- Use simple drawings. 
Use right proportions when drawing figures. 


- Use appropriate colours according to the traditions of people e.g.: red, 
pink or light colurs stand for happiness, and are colours used for women. 


Yellow is a colour used for God and Goddess. Black,dark and grey are 
considered negative colours. 


Described briefly below are a few common visual aids that you can use while 
training e.g.:- 


- Flannelgraph 
- Posters 
- Flip charts 


FLANNEL GRAPH 


A flannelgraph consists of a big piece of flannel material, e-g. one meter 
long, that is stretched over a display board or frame. Some sort of stand to 
hold it up (even a chair will do) or a stand made by tying sticks together is 


all right to use. If you cannot get a frame or stand hang the flannel from a 
wall. 


Pictures need to be made, cut, and then sand-paper is glued on the back of 
pictures so they stick to the flannel. 


HOW TO USE 


The flannelgraph can be used in group discussions to explain an idea through 
the use of pictures, or tell a story. You can involve the audience in telling 
the story. It is flexible.The figures you make can be used for explaining 
different subjects, and can be used over and over again. Use the flannelgraph 
with small groups. 


POSTERS 


You can make colourful posters with large pictures to get particular points 


across to the audience. 


DON'T BELIEVE THIS: 


BABY,/STRoNG) 


BECAUSE BOTTLE-FED 
BABIES DIE MORE OFTEN 
THAN BREAST-FED BABIES / 


How to Use? 
Use it during your discussions. 


Post at key (well used) places in the village if you wish to use it for 
extension purposes. 


~ keep the poster simple, quickly understandable and easily visible. 
~ @ poster attracts attention and interest. 


FLIP CHART 


This is a very effective training aid if used appropriately. It consists of a 
series of pictures arranged in sequence to explain an idea, tell a story. 
teach step by step, and to have a 8roup discussion usually to encourage some 
action. 


~- plan what you want to explain 

~ prepare the pictures you need 

~ arrange them in the sequence required. 

~ to keep pictures together you can staple, or glue them together. 

How to Use? 
Depending on the size of the Flip chart you can use it with larger groups, 
but smaller groups are better for discussion Purposes, 

2. Even better than explaining the pictures to the audience, let them tell you 
what is happening in the picture. 
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DEMONSTRATION 


ieee © Aecther training aid, where people learn by seeing. If people see a 
Bay ha te about how to make “ausadhi pani” (rehydration solution) they 
uch more likely to understand the process, especially if you have one 


of the CHVs help with the demonstr 
ation yo é : 
visual at you can reinforce the demonstration by 


‘Seed demonstrations to train people may require, e.g. looms for weaving 
nery and tools. Try to assemble some of this equipment for your training 


if possible. Demonstration on “how - 
to d ; 
lesson plan. © do" should generally be included in the 


OTHER TRAINING AIDS:- 


Handouts 
Flash cards 
Puppets 
Role play 
Drama 

Songs 
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Finally consider your approach and attitude when carrying out training. 


IT IS NOT ONLY WHAT YOU TEACH THAT COUNTS, BUT THE WAY YOU TECH THAT CAN BUILD 
PEOPLE“S CONFIDENCE OR BREAK IT DOWN. 


Suggestions to Trainers: 


Learn about the persons you wish to teach. 

Find out what the persons already know, what their experience are. 
Make them feel confident about what they already know. 

When explaining ideas, use simple words that trainees understand. 
Build on what they already know and do, and suggest additonal ideas. 
Find out if these ideas are applicable to the trainees situation. 

If necessary, demonstrate what you mean. 

If you do not have all the answers to their problmes, say so, _ but 
try and find someone who can be of assistance to them. 


Concentrate on one issue at a time 
- eg. do not teach community organisation and ORT at the same time. 


+ FF Fe HF He F 
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Source: Manual for field workers - UNICEF, Nepal. 


FOR FURTHER READING: HELPING HEALTH WORKER“S LEARN - DAVID WERNER. 
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GENERAL PRINCIPLES OF SUPERVISION AND TEAM WORK 


1. What is a supervisor?: A supervisor is responsible for seeing that 
other's work is done correcty. So he must work with and through people to get 


the job done. 


A supervisor has subordinates for whom he is responsible but he also has 
superiors. As he works he must learn to balance the expectations of his 
subordinates and his superiors. This will occasionally cause some stress. 


As a PM you will be responsible for managing the CHPHC“s programme within 
the organizational structure of your hospital. You will need the guidance and 
support of the hospital staff. Therefore it is in your interest to establish 
good rapport with them. 


How to establish rapport with hospital staff? 


1. Involve them in your planning process 
2. Seek their guidance for implementation at all levels eg. training of CHVs. 
3. Invite them for any meetings arranged in the community. 


REMEMBER THAT BACK UP SERVICES AVAILABLE AT THE HOSPITAL ARE ESSENTIAL FOR 
YOUR PROGRAMME. 


IF YOU CANNOT TOLERATE A CERTAIN AMOUNT OF STRESS YOU WILL PROBABLY NOT 
ENJOY BEING A SUPERVISOR. 


WHY IS SUPERVISION IMPORTANT? 


The effectiveness of workers depends on the supervision they receive. Even 
well trained highly motivated workers become discouraged and ineffective when 
supervision is lacking. 


2. USING DIFFERENT STYLES OF SUPERVISION 


There are three main styles of supervision: autocratic, anarchic and 
democratic. 


You have probably met supervisors who were very dictatorial, who may have 
said, “Do what you are told, and don’t ask questions!. They practise an 
autocratic style of supervision. The health workers have no choices to make 
and no influence on the type of work that is done. You may have met 
supervisors who in effect say, “I don’t care what you do, as long as you keep 
out of my way!”. This style of supervision can be called anarchic. The 
workers have complete freedom of choice and can do as they like. You may have 
been fortunate enough to have worked with a supervisor who said to you. “These 
are the results we have to achieve; this is the job to be done. Let us agree 
together how best to do it!.” This Supervisor practises in a democratic or 
consultative way. 
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Autocratic - Do what I say! Anarchic - Do what you like! 


Democratic - Let us agree on what we are to do. 


Consultation on work programme. 


On the whole, democratic supervision helps people to grow, to become 
responsible for their own work, and to take initiative. People like to be 
consulted. However, instructions must be carried out. Instructions must not 


become subject to discussion. 


Deciding how to supervise 


Most people prefer to work under a democratic leadership. However, this does 
not mean that the democratic style is always best. The choice of style of 
supervision depends on the kind of work to be done (job factors) and the kind 


of people to be supervised (personal factors). : 
Job factors include: 


- the complexity of the job 

- the difficulty of the job 

- the need for quick decisions 

- the need for consistent results, and 
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- the need for creative work (new ideas). 


Personal factors include: 


- the skill, reliability and experience of those who do the work, and 
- their willingness to accept responsibility and to make decisions. 


Note: Usually autocratic supervsion suceeds only when subordinates can be 
closely supervised and controlled. In rural health work close supervision of 
the staff of an isolated health post is difficult and autocratic supervison is 


therefore not suitable normally. 


What style should the supervisor adopt? It should not be one that only suits 
his personality and not the circumstances and needs of the job and the 


abilities of the workers. 
CASE STUDY I 


In 1981, Joe was appointed Programme Manager in a rural area. He moved there 
with his family. The local housing and school were poor. Joe was responsible 
for supervising the field suprvisors in his programme. Communication and 
transportation among the sub centres was a constant problem. 


The field supervisors had poor morale. One of them was very bossy. Another 
lived alone. Very often she left to visit her family in the city. Field 
supervisors did very little work. 


Joe tried to keep everyone happy and avoid conflict as much as possible. He 
did not receive any co-operation. As a result, he could not do much of the 
work expected of hin. 


What is style of this supervisor? 

Is it effective? 

What style should this supervisor use? 

CASE STUDY II. 

Rajan has just completed a course in supervision and has been posted to 
Alepata District where he will supervise two field supervisors. Rajan is a 
social worker. He has worked in the city and has not much experience in rural 
areas. However, he wants to do a good job and is willing to work hard. 

Sina has been a A.N.M. in the Alepata District for three years. She comes 
from the area and knows everyone. People respect her. She works hard and 
knows her job. She has been running a health center with almost no 
supervision and doing a good job of it. Now Rajan is her supervisor. 

Rajan thinks he must take control from the beginning. He thinks Sina will not 


respect her. He has just told Sina exactly what he wants her to do at the 
health centre. He gave her a weekly work schedule and told her should be 
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used by health centres in the area. Rajan told Sina that she must follow the 


schedule. Sina did not sa 
y anything, bu te om 
friendly. Rajan wonders why. y 8» t after the meeting she did not seem 


What leadership style did Rajan use? 


What style should he use? 
What will happen if he does not change his style? 


What style should the supervisor adopt? It should not be one that only suits 


his personality and not the circumstances and needs of the job and the 
abilities of the workers. 


3. Team Building 


As a Programme Manager you will have to work with others to achieve a common 
goal. Your goal and the goal of your co-workers to promote better health in 
your programme area. 


A group of people does not auomatically co-operate and work together towards a 
‘common goal. Someone must make the group into a team. 


(i) Listen to you Field-Supervisors and CHVs. Remember that they probably 
have more experience in implementing health activities than you do at 
this point. 


(ii) Set goals with co-workers: 


Each activity relating to child survival has a specified target population and 
specified performance expected. Share these expected performances with your 


(iii) Use meetings: 


Brings all CHVs & FS together as a group to discuss and share their 
experiences use these meetings to emphasise the common goal -:ou are all 


together working towards. 

Exercises in team building: 

(1) How you act in groups? 

(2) Broken squares. 

4. Communication skills: 

(1) What is communication? 

Communication is sharing information, ideas, or opinions with others. The 


important word is sharing. Communication is more than just giving 


instructions to others. It means mutual understanding between the sender and 


the receiver of a message. 
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Evecy communication has three parts: 


The message 
The person who sends the message 
The person who receives the message. 


Receiver 


Sender 


Communication is a supervisor’s most important tool. It is essential to every 
other supervisory skill. Good communication improves teamwork. 


Many supervisors think good communication means giving instructions and having 
people follow then. They receive instructions from their supervisors and are 
expected to understand and follow them. These supervisors say, “Some people 
order and others must obey!". Where have you seen this attitude before? It is 
associated with what kind of leadership style?. 


(2) ONE-WAY COMMUNICATION 


One-way communication goes only from the sender to the receiver. In one-way 
communication, a speaker believes that what he says is right. he believes his 
way is the best to do things. He wants others to do what he says. This type 
of supervisor does not see any need for conversation or exchange of ideas with 
mid-level health workers. 


One-way communication causes two main problems. First, the sender is never 
sure that the receiver understands the message. Second the receiver resents 
always being told what to do. Authoritarian supervisors use one-way 
communication much of the time. For example, an authoritarian supervisor 
wants a mid-level health worker to order drugs correctly. He thinks to 
himself: "These ordering instructions are so simple even a mid-level health 
worker can understand” In one-way communication, the supervisor seldom asks 
questions to see if the mid-level health worker really understands the 
message. 


(3) TWO-WAY COMMUNICATION 


Two-way communication goes back and forth betwen the sender and the receiver. 
In two-way communication, the receiver of a message actively participates in 
the communication. He listens to the message, he asks questions to be sure he 
understands, and the added information is feedback. Feedback distinguishes 
one-way communication from two-way communication. Look at the diagram below. 
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Ask for Feedback 


Listen Actively: 


Listen actively to ideas, comments, and suggestions from mid-level health 
workers. Try to understand their point of view. 


Understand others” moods: 


Be aware of the mid-level health worker’s moods and attitudes that may be 
affecting communication. 


Ask Questions: 


Ask mid-level health workers questions to make sure they understand your 
message and that you understand their message. 


(4) PROBLEMS IN COMMUNICATION 


Communication is not easy. it takes practice. You will encounter problems 
that interfere with your attempts to communicate with mid-level health 
workers. A few of these communication problems are described below: 
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TWO-WAY COMMUNICATION 


CAN YOU FINISH 
THE REPORT BY 
TUESDAY ? 


YES, IF THE DRUG \ 
INVENTORY HAS 
BEEN UPDATED. 


Receiver 


In two-way communication, the supervisor who is communicating respects the 
mid-level health worker’s ideas. He wants feedback from the mid-level health 
worker. Two-way communication means that the sender and receiver work 
together to achieve understanding. It means an active role for the receiver, 
who has the responsibility to provide feedback to the sender. If the sender 
does not get good feedback, the two-way communication will not be effective. 


The advantages of two-way communication are first, the sender can be sure that 
the receiver understood his message. Second, the receiver provides feedback. 
Expressing feedback makes the receiver feel his ideas and opinions are 
important. Participative supervisors use two-way communication most of the 
time. In fact, two-way communication is characteristic of a participative 
style, just as one-way communication is characteristic of an authoritarian 
style. 


Two-way communication requires more time and effort, but it is much more 
effective. As a supervisor of mid-level health workers, you should use two- 
way communication. Use these guidelines to maintain two.way communication 
with mid-level health workers. 


Communicate Clearly: 


Make your messages and conversations as clear and simple as _ possible. 
Communicate the important and essential information. 


Ask for Feedback: 


Ask for ideas, comments, and suggestions from mid-level health workers. Insist 
on feedback in all communications. 
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Inaccurate or Incomplete Messages: 


re a message is confusing because the information is wrong or mixed up. 
rite ga a sender uses words that are not understood by the receiver. For 
apie, 4 supervisor might tell a mid-level health worker to give a certain 


patient medication three times a da If h 
° ef t 
night his message will be incomplete. ee 


Age or Social Barriers: 


Two-way communication may be difficult when the sender and receiver have a 
very different status. For example, a mid-level health worker might hesistate 
to discuss his diagnosis with a very senior medical officer, or an older, 
experienced mid-level health worker might have trouble taking instructions. 
from a young, newly-trained supervisor. 


Filtering: 


People have biases. They see things from different points of view. Sometimes 
these biases, or filters, interfere with communication. Supervisors must be 
aware of their own biases and always try to see the other person’s point of 
view. You do not have to agree with the other point of view, but you must at 
least understand it. For example, a supervisor might cancel a _ regularly 
scheduled visit to a remote health centre’s mid-level health worker, who 
already feels isolated and neglected and could interpret the cancellation as 
another example of lack of support. This supervisor must understand the mid- 
level health worker’s point of view, even though cancelling the visit was 
unavoidable. 


Leaving someone out of a communication: 


Sometimes a person is left out of a discussion or a meeting that affects his 
work. He misses an important message, and his work suffers. For example, a 
supervisor might neglect to invite a mid-level health worker to a district 
meeting at which a new drug is introduced. The mid-level health worker in 
this case would not learn about the availability of the drug which could 
benefit people in his area. 


Lack of Acceptance: 


Sometimes a person simply refuses to communicate. He hears only what he wants 
to hear. Perhaps he does not trust the sender, or he is in a bad mood. 
Perhaps he does not agree with the message. For example,a supervisor might 
tell a mid-level health worker, “From now on, immunize infants between four to 
six months of age.” If the mid-level health worker walks away saying to 
himself, “That is not the way I was taught,” he may continue with 


immunizations as before. 


Inattention: 


Some people do not pay attention to messages. They do not read instructions 


carefully. They do not listen carefully. 
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Poor Memoray: 


A person may communicate a message well, but the receive may forget it. 


Information Overload: 


When a person is given too much information, he may forget some of it. A 
supervisor who wants to communicate effectively must be careful to keep the 
message simple. Do not include unnecessary details that may confuse the 
person receiving the message, e.g. supervisors who writes a letter inviting 
mid-level health workers to a special meeting at the district hospital also 
includes a long description of the new leave policy in the same letter. Some 
mid-level health workers might overlook the invitation to the meeting because 
‘they focus their attention on the new leave policy. This letter contains too 
‘much information. 


—__. 
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(5) Controlling and Assessing work: 


Once the duties of your health workers have been planned and activities 
clearly understood by them, control measures can be divised to see that the 


programmes proceeds as expected and to help the team to maintain the expected 
amount and quality of work. 


For example: 


- As PM you know 


a there are 25 - 35 pregnant women in your area at any given 
me. 


Your aim is to provide antenatal care including tetanus toxoid to 80% of 
all pregnant women. 


You can make a quick assessment of performance of this activities by asking 
your FS, how many doses of tetanus toxoid she used in the past month. 


Remember that performance assessments must be done regularly - there is no 


point in waiting to check performance till the time when reports have has to 
be submitted. 


This kind of performance assessment can be done at monthly meetings where 
actual details of work accomplished are compiled. Deficiencies in the work can 
also be analysed and corrected at these meetings. 


THE BEST SUPERVISOR PROVIDES SUPPORT 


WITHOUT TAKING CHARGE AND WITH SKILL, 
UNDERSTANDING AND PATIENCE 
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SELECTION, TRAINING AND SUPPORT OF CHVS 


Introduction: Forward by a Village Health worker, Lalanbai 


My name is Lalan 


People call me Lalanbai 


Pimpalgaon is the village where I was born in a Harijan Family. I was married 
when Iwas 10 years old. 


Our son was born when I was 15, but two years later, my husband put me out of 
his house. 


My little son died when he was only five years and I was left with my father’s 
family. 


My father found another husband for me, but he died two years later, after my 
daughter’s birth. 


I refused to accept another husband, but I have lived in Pimpalgaon since 
then. 


One day, the Sarpanch sent for me. 


Il was afraid he might be angry and I didn’t want to go because my sari was 
torn. 


To my surprise, he told me I was chosen to be trained as the HealthWorker for 
the village. 


How could I possibly accept? I was a Harijan widow, and illiterate, I think I 
was chosen because they knew I worked hard, and was not quarrelsome. And they 
knew I was honest. But I was very doubtful. With many misgivings, I agreed to 
try for a month and went to Jamkhed with another village Health Worker. 


Trying to sit quietly and listen for the whole afternoon was very difficult. 
I became stiff and tired. 


When I held the picture falshcards in my hands I was afraid. How could I ever 
learn to teach people with these? 


After that first day, I lay down with a blanket over me and had sii? fever and 
chills. I was so frightened. 


When the team from Jamkhed visited Pimplagaon the next Monday. I dressed and 
went to meet thembecause I had promised. 


They gave me medicine, but more than that, one nurse put her arm around my 
shoulders with love, and helped me gain faith in myself. 


With the help of the Team, I began my work. 
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Slowly I began to feel more co 
nfident d 
people in the village. and to feel the urge to work for my 


Each day I gained more satisfaction. 
The work has given me great rewards and peace. 


ag visit anyone when there is illness in the family, or when they need 
Pp. 


I have gained so much knowledge. 
The mothers of children bless me, something money cannot buy. 


I know now, that after I die the people of my village will say: “there was 


once a women named Lalanbai, a village health worker, who helped all of us in 
the village”. 


I have recently learned to read and to write, and I would like to share this 
message with women like myself. 


2. Selection 

- General considerations 

- What kind of person to look for 

- Process of selection 

~ Dangers involved in chosing a CHV 
2.1 General considerations 


* Selection does not need to have consent of the whole village (this is not 
possible) i.e. there is really no need to get the whole village to select a 
CHV by holding a village meeting. However it my be possible to form a 
small “Selection committee,” consisting of member from the community. 


* The person selected should be acceptable by the majority of people who also 
form the poorer groups in the village CHV MUST IDENTIFY WITH AND REPRESENT 


THE INTERESTS OF THE POOR IN THE VILLAGE. 
2.2 What kind of person to look for? 


One who has ROOTS in the village 

One whom they TRUST 

One to whom people GO when they have TROUBLES 

One: in whose abilities they have CONFIDENCE 

One who is WILLING TO SERVE and has RESPECT FOR PEOPLE 

One who can LEARN AND WHO IS fairly open to CHANGE, 

Usually, one who has had children of her own and experience in life. 
One who has shown that she has managed her own difficulties adequately. 
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3 Process of Selection: 


to 


preparing the community - The most efective Village health Workers seem 
be those chosen “by the people”. BUT BE CAREFUL OF THE PROCESS. 


It is the responsibility of the Health Team or SOME other ANIMATOR to prepare 


the Village Community for making a choice. In our experience, usually a 
woman, acceptable to various groups within the village is chosen. (In tribal 


communities men have been proved to at least effective) 


HOW DO WE GO ABOUT THIS? 


(1) SPEND TIME chatting about it in various parts of the village, sharing with 
all that the choice is to be made by them. 


(2) SHARE YOUR OWN EXPECTATIONS with the formal and informal leaders of all 
factions. 


(3) Make it clear that she is part of the Health Team, paid MINIMALLY by the 
project and ACCOUNTABLE TO THE TEAM AND TO THE COMMUNITY for food, medicine 


and money. 


(4) Make it known that she must have a fair amount of time to give in SERVICE 
of her people - emphasize her service role, de-emphasize the payment for 
service. 


(5) Create UNDERSTANDING THAT SHE must be acceptable to all factions ONLY 
AFTER the Health Team feels assured of a good understanding of these factors 
are suggestions of names received and a choice made by the people. 


- you can be a part of this PROCESS by Sharing and Listening especially for 
the SAME NAME coming from a VARIETY OF SOURCES. 


2.4 Dangers involved in choosing a CHV 

Head man: Very well, Dr.Sahib my sister will be your CHV 

How much can she earn? : 

High Caste Group: It’s a dirty job. This Harijan woman will do it. 


She~1l control food and medicines. If we chose ONE OF YOUR OWN, well gain 
control. 


I have no abilities and people won’t accept me. 

Source : Training Village Health Workers - VHAI 

J Training 

- the basic principles of training have been mentioned in the chapter 
on training and supervision. 


- for further ideas how to train village level workers - CHV Consult 
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Helping Health Workers learn by David Werner and Bill Bower. 


AS YOU TRAIN 


CHV“S - REMEMBER T 
ie cmeuierae HAT A FUND OF KNOWLEDGE ALREADY EXISTS IN 


omen 


ee hele 


Learn Jrom Them, 


But of the best leaders 


, : bis, ~ when their task {fs 
oa ue accomplished, 


ca o , 4 he 4 a c 
Begin with what Th mS their work is done, 
Bullet on what They Rit _.\ The People all remark: 


We have done if Ourselves. 


USE THE FORWARD BY LALANBAI TO ENCOURAGE YOUR CHVS. an old Chinese verse: 


Examples of specific time tables are given for your guidance. 


Explanations for DIADS 


The group is divided into pairs. Each pair spends 10 minutes (ten 


minutes) getting to know each other. The group then reassembles and each 


person introduces his / her partner to the group. 
INCENTIVES FOR TRAINING: 


Consider paying an incentive (usually the daily wage) to the CHV~s transport 
allowance, when you call them for training. 


4. Support 


Since the CHV is the main link of the programme with the community - SUCCESS 
OF YOUR PROGRAMME depends on adequate support of the CHV. 


THE COMMUNITY HEALTH VOLUNTEER REQUIRES THE SUPPORT OF THE COMMUNITY AND THE 
HEALTH TEAM. 


COMMUNITY SUPPORT: 


One point is very clear. The Village Health Worker needs the support of the 
village community including the suport of some of the powerful people ‘in. the 


village. Though she gives special attention to the needs of the poor, the 


support of the poor of the village alone will not be sufficient. Usually, the 
question of active community support comes only when they need help. 


For example: 


Immunization Campaigns-different village leaders will help by encouraging the 
people to take the dose by: 


Settling disputes and misunderstandings by 


- Interviewing and Explaining (not in capitals) - e.g. a mother complaining 
that the child was well before immunisation but fell sick afterwards 
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help in handling of Mischief makers e.g. the objection of an old women to 


the CHV being from the Hari jan community . 


Community health volunteers are human beings - they do make mistakes, they 
have many things on their minds, including the difficulties of their own 
family affairs. They do become distracted and they need support, especially 
when some incident arise from their own behaviour - an action or failure to 


act. 


A CASE IN POINT 


One Community Health Volunteer told us of a pregnancy case she had been 
following. The woman was in labour and our CHV had checked on her and 
reassured her several times the night before, but knew that she was not likely 
to deliver until morning. In the morning when she got up, she forgot about 
the woman and went to look after the feeding programme. During that’ time, 
someone else delivered the woman and she was quite angry that she had _ been 
forgotten in her hour of need. She told everyone: “Every time she put her 
hands on my abdomenm, my pains vanished. 


The local leaders told the people that this could not be true, scolded the 
woman and relieved the CHV of the anxiety of future trouble that belief in the 
woman's story would have caused. 


HEALTH TEAM SUPPORT: 


- it is EXTREMELY IMPORTANT for you and the field supervisors to support the 
CHV in the daily activities. 
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REMEMBER THAT PEOPLE 
LEADERS“ 


IN THE COMMUNITY WILL OF 
ADVICE RATHER THAN THE CHV". TEN WANT YOUR, 


that is “THE 


do not contradict or correct any 


advice the chv gives - IN THE PRESENCE OF THE COMMUNTIY. 


= visit her in the community as often as you can - not only in connection with 


her work but also “socially”. 


- continuing education based 


on actual situations she has 


. . W 
MY ADVISERS 


EVER VISIT 
E? 


encountered in 


accomplishing her tasks also helps support and encourage the CHV. 


- solving with her any problems related to her work. 


- include 
immunization programme. 


Malnourshed child = 


Family planning = 


Immunization 


her in planning for specific programmes in the community for eg. - 


praising the CHV in the presence of others. 


suport provided knowledge to recognise 
the signs of malnutrition, praise,approp- 
riate advice given. 


knowledge about methods of spacing; 
praise for each “acceptor” 


knowledge about diseases which can be 
prevented. Praise for successful 
immunization. 


One of your CHVs has identified a woman whom she believes to be a high risk 


mother needing special car 


comprehended the facts about exactly who is 
in front of the mother and ask her to 


her 
care of pregnant mother”. 


Example of good support: 
During an under-five s 


on what kind of milk she s 
CHV and ask her to explain to the mot 


suport everything she says and encoura 


e - on further questioning you discover she has not 


a high risk mother. You reprimand 
"review for herself the lession on 


clinic at a sub-centre a mother asks you to advise her 
hould buy for her 3 month old baby - you turn to the 
her the advantages of breast 


milk. You 
ge the mother to follow the CHVs advice. 
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SUGGESTED -TIME-TABLE FOR CHVs 


With alternatives 


Total time 12 hrs 


ee ee mee we a re 


9:00 - 11:00 a.m 11:00 11:15 to 1:00 1:00 2200 to 3215 pom 3:15 
to to to 
11:15 2:00 3:30 


Orientation to 


Orientation to 


Definition and struc~ 


DAY SELF INTRODUCTION: 
1 DIADS CBPHC programme training ture of a community 
DAY LEADERSHIP PATTERNS PROBLEMS OF RAPPORT BUILDING ROLE - PLAY 
2 POWER AND CONFLICT TECHNOLOGY PROFILING COMMU- 
CUSTOM AND BELIEFS TRANSFER NITY CONCEPT OF 
AND THEIR RELEVANCE (understanding PARTICIPATION 
FOR CNPHCA of change and PARTICIPATIVE 
adoption form) COMMUNITY ORGANI- 
SATION 
DAY SURVEY Record keeping PRACTICALS ON SURVEY 
3 METHODOLOGY AND RECORDING 
DAY CARE OF PREGNANT DISCUSSION OF REVIEW OF CARE OF 
4 ; WOMEN’S ISSUES PREGNANT MOTHERS 
DAY DELIVERY POST NATAL CARE PREPARATION OF OBSERVATION OF A 
5 STERILE KIT NORMAL DELIVERY IF 
“ POSSIBLE / REV 
DA¥ FAMILY PLANNING POPULATION EDUCATION DISCUSSION OF BELIEFS AND RUMOURS ON 
6 METHODS CONTRA- CONTRACEPTIVE METHOD 
CEPTION DISCUSSION 
DAY TEMPORARY METHODS PERMANENT METHODS DISCUSSION METHODS ON ROLE PLAY ON F.P. 
7 ADVANTAGES COUNSELLING 
DAY DIET DURING DIET DURING LACT- DEMONSTRATION OF DISCUSSION ABOUT 
8 PREGNANCY ATION PREPARATION OF COST + DIET 
: LOW COST RECIPE 
DAY BREAST FEEDING MALNUTRITION . DETECTION PRACTICAL PREVENTION OF 
9 AND INFANT FEEDING SESSION ON USE MALNUTRITION 
OF ARM CIRCUM. TAPE 
DAY DIARRHOEA ORT DEMONSTRATION ROLE-LAY 
10 -CAUSES PRACTICE IN ORT CHILD WITH DIARRHOEA 
PREPARATION CAUSES 
DAY IMMUNISATIONS DISCUSSION REVIEW 
11 
DAY’ VITA FOOD SOURCES PRACTICALS SESSIONS ” 
12 OF VITA ON USE OF FLASH CARDS 


a a a a a a a a a a a a a a oe ee ewe 
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Alternatives: to the Suggested timetable for CHVS. 


* alternatives are given because 


there is no one fool proof method for 
training of CHVS. 


* Each project must decide on the most suitable method depending on the local 


situation. In general it may be difficult for health workers to come for a 
full 2 weeks programme at one time. 


* Total number of hours required for teaching major topics are as follows: 


Working in and with the community vee 14 hrs 
The CBPHC Project Bee ee oan 3 1/2 hrs 
Survey and Record keeping oem 7 hes 
Womens Health including antenatal 

Delivery and Postnatal. arse 14 hrs 
Child Health: | 
Immunization were 7 hrs 
Nutrition eee 14 hrs 
Vit A afei 3.1/2 hrs 
Oral Rehydration | aoe 7 WE: 
Family Planning ose 14 hrs 

as 

* you Wray elect to teach for one or two/days/week only (assure 7 hours - 1 


day). This will stretch your training over 6-12 weeks. In between 
training periods CHVS may given assignments to get to know and survey theri 
communities and record their findings. 


to 
uw 
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MANAGEMENT INFORMATION SYSTEM 


MIs) 


MANAGEMENT: - 

What is meant by management? 

Management is “getting things done”; Management is “the way one behaves 
towards the others; Management is ~a general human activity, a basic human 


behaviour directed towards achieving activity, a basic human behaviour 
directed towards achieving goals or to satisfy needs. Management is a 


continuous activity. 
PHC MANAGEMENT: - 
a Qe ee 


It is the way of organising and getting things done, the way of making use of 
Manpower, money, materials and methods, in order to achieve the goal “HFA by 
the year 2000 A.D. 


MANAGEMENT ACTIVITIES: - 
(1) OBSERVING: - 


Observing the situation using tools, techniques and methods. This is one 
of the basic steps of managing any project. 
(2) LOOKING FOR POSSIBLE IMPROVEMENT: -— 


ee 


This is another essential aspect of management. This includes 
identifying & defining problems or defects and looking for opportunities 
to improving the situation. 
(3) ANALYSING:- 
What should be done, 
By whon, 
How and when. 
(4) INFLUENTIAL IDEA:- 
Influencing the decision which had an impact in the situation. 
(5) CHECKING IMPLEMENTATION: - 


After implementing a change or improvement of the situation, it should be 
checked through feed back to assess the change. 


INSHORT, the following are the major steps in a management process 


(1) Recognition of a problem or opportunity. 
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(2) Define & develop alternative action 
(3) Decision making 
(4) Implementation 


(5) Control performance 


Recognising a problem is a critical step. The management process can not get 
Started unless there is awareness of t..e vroblem. 


Communication/Information and Feedback system is a very essential aspect in 


identifying a problem; and man as an information processing. animalis a basic 
factor of management. 


CHARACTERISTICS OF MANAGEMENT: —- 

The following are the main characteristics of management process:- 
(1) Management is an activity, not a person or group of persons. 
(2) Management is purposeful, and make things happen. 

(3) It is an accomplishment by, through and with people. 

(4) It is aided by, not replaced by a computer. 


(5) Management is not an exclusive property of the people at the top; for 
good management of PHC and its success, the community itself has to take 
part (community participation). 


In PHC, the most important part is the people themselves. Therefore gaining 
people's confidence & support is an integral part of good management. If 
there is no communication with the people, the concept of involving the 
people in PHC will not work. Sharing with people and giving them a change to 
feel that they are part of the system gives them a sense of responsibility and 
they become interested. 


People should be encouraged to identify their health/social problems; and 
involved in the solution of problems. Local leadership (teachers, elders, 
etc.) should be used to the fullest to get active participation. 


INTERESECTORAL PARTICIAPTION:- i.e. involving other agencies (govt./non govt.) 
is also part of good management. 


Management of PHC:=- 


Who is in charge (manager) in the management of PHC? 


In the management of PHC even the people are in charge because they are also 


involved in the management. 
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The chain of “Managers” in PHC may be shown as below:- 


Communit y <—.__ 
hee 
a V Sa 
Wier: 5: 


a 
Community *———" 


PM 


The most important element is the people themselves since they are involved in 
giving and receiving services. So it is also important how they interact, how 
they perform their tasks and how they solve their problems, etc. 


To know these, it is also important that an information System is developed 
between the people and others involved in the management. 


A manager may be authoritative type (exploiting/benevolent) or consultative 
type, or participative type. But it is the participative type of management we 
should have in PHC because community’s participation is very essential. So the 
manager at the community level (CHV) has to share with the people the PHC 
Programmes, involve them in decision making and planing and invite suggestions 
from them for problem solving. 


The various vital techniques involved in the management of PHC are as follows: 


(1) Assessment ) Monitoring work 


9 

C2) Priorities oe 
(3) . Mia | Se 

ee 

“cg 


Supervision of health. 
team leadership 


Management of 


eee PHC 
(4) ee 
(5) 


Activities 


) 
) Resources-drugs, equip- 
ments records, etc. 

) 


Communication of decision 


The general methods of management:- 


a > 


evaluation motivate 


monitoring ) 


carryout ~ 
plan 
Planning: Steps - what objectives 
- what background information 
- how to achieve 
- what activities 
- requirements - money 
— method, ete 


Motivation: Steps - information, background knowledge 


to staff 
- invite comments and suggestions 
- training staff 
- modify plans, etc. 


Carry out plan: Steps - Work plan 
- fix starting date 
- methodology 


- staff training 
~ obtain equipments, money, etc. 


Evaluation : Steps - fix time for evaluation 
- have achieved objectives? 
- what defects? 
- what corrective action? 
- how to solve problem? 


Leadership: 


One of the important aspects of management is leadership. Humanistic approach 
is very essential in management especially at the higher levels. Honesty, 
dedication, sincerity, and commitment on the part of the leader will motivate 
those under him. 


HEALTH INFORMATION SYSTEM 


Conceptual aspets of Health Information system:- 
Definition: 


An “Information system” is defined as an organization of people, machines and 
methods interacting to provide needed information in the right format, to the 
right people, at the right time, to support managerial or technical tasks 
(WHO ). 


Information system is an important part of CBPHC system. It is an essential | 
element of the managerial process for the health development. It is basically 
a reporting and feedback system. The overall purpose of an _ information 
system is to make the right kind of information available at the right time, 
for the right person so that he can take the right decision. Information/data 
received must be interpreted at that level and the decisions made must be 


transmitted to the others so that appropriate action is taken. 
Why is an Information system needed? 


Purpose of Information System:- 


Information system is basically a means to improve programme management. 90 
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the main reason for having an Information system is to provide enough 
informations at every level for enabling the managerial performances and 
functions at that level. Therefore the report reaching each level must be 
appropriate and of the right kind, relevant to the functions performed at that 
level. In other words, the information should be useful for the receiver to 


perform his duties and functions better. 


en er 
EE EE | 


(1) Monitoring health care at individual,family and community level:- 


- periodic observation of selected health problems (FIONA), activities 
and services, results, etc. 


@) Ta compare the observed results with those expected in order to assess 
the success of the programme. 


(3) To detect the descrepancies and causes of failures. 


(4) To influence decision making levels so that betterment is made for the 
future. 


So informations are required to assess progress and impact of the programme, 
as well as to carry out evaluation of the programme. By these means one can 
know the reason for success or failure of the programme. Monitoring is 
possible right from the start of the implementation of the programme, but 
evaluation can not be done at the beginning since it is too early. Monitoring 
is done at the community level and so the methodology for monitoring should be 
usable at that level. 


Monitoring is for assessing the impact and progress of the programme, but 
evaluation is for analysing the activities with the purpose of identifying 
successful aspects of the programme as well as any deficiencies that are 
amenable to corrective action. So evaluation is to review and revise the 
programme. 


Scope, needs and coverage of Information System:- 
The amount of information needed will depend on the following :- 

(1) The level of the user 

(2) The functions expected at the user~s level. 

(3) The stated objectives in relation to health service activities. 


Only those informations which are going to be used to serve the purpose, which 
are going to affect a decision or action should be recorded and reported to 
another level of health management. 


(a) At the PHC level:- 
The most important stage at which information gets generated is at the 
community level where contact between the CHV and people is made. So the 


&tass root level volunters CHV should be d the scope of ifnormation at that 
level, including the quality, timeliness, ways of presentation, etc. 


262 


a oe informations should cover those regarding individuals and 
thenc.. inkceee - to their health needs and the health services provided. 
volunteer d S lave to be provided by the people and the grassroot ievel 

ers, and so the recording system at this level has to be simple enough. 


(b) At Field Supetvisors~s level:- 
EAVES Si Reliais: oo 2 ocala 


The F.S. has to monitor and control the activities of the CHVs under him. He 
has to ensure timely supplies of stocks, provde help, guidance and support to 
CHVs to ensure good quality and quantity of work from. them. Therefore, he 
should get informations to assess performances of each CHV in the various 
activities and to compare with the performances of other CHV under him. This 
will enable him to idenfity those who are doing good job, areas of defect, 
assess reasons of failure, take steps to motivate them, etc. The FS ts also 
responsible for sending his reports to the Project Manager (PM). So he should 
collect adequate informations through the workers~ report, records and 
discussions with them, in addition through on-the-spot checks. 


(ec) P.M. level: & 


The P.M. has to ensure a smooth going of the whole project. He has to focus 
on all aspects; has to monitor and control the works through the F.S.; has to 
maintain supplies, money cte; assess the two or more F.S. under hin. 


He should get all the informations needed for the above functions thorugh the 
F.S.°s reports and feedback as well as through his own personal assessments. 


He in addition has to give feedback informations to the F.S. for making any 
changes, improvements, etc. He is also responsible to report to the 
department of C.H. of the CMAI throgh CEO. So the informations he receives 
should be useful for performing this activity as well. 


(d) At the department of (CH) level:- 


The department controls the overall performance of all micro projects under 
CMAI~s support. The informations received should be useful for making 
comparisons of different projects in order to identify area of defect, good 
performance, etc. These informations will be utilized for guiding the 


projects for future betterment. 


The department (through the Area Offices) is responsible for giving guidance, 
support, as well as for monitoring the financial aspect of the projects. 


So it is evident that there is need for adequate and relevant informatin 
system at each managerial level. 
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Reporting system:- 


The reporting system follows the upward direction in the flow chart - i.e. 
‘CHV-———~, FS 5 PM —_—___ CHD 
Providers of information in a Community Based Project:- 


It is important to decide who will provide information at each level. This 
will also help to decide what data to be collected and how to be collected. 


(1) Community - individual - seeking help 
- leaders - teachers 
- religious leaders 
tis WEE. 
= CRY 
(2) Health personnel in the area - F.S. 
+ Pum, 


-- Govt. Stare 
- Private Staff 
- Other health teams. 


(3) Local community organizations - lfare organization 
~ «#omen”s group 
—- youth club 
- other voluntary Organization, etc. 


Sources of Information:- 
LS Peep ater 


Apart from the human resources men 
tioned above 
sources of information as follows:- (providers), there are other 


(1) Records 


These are documents of services provided and of resources such as drugs, 
supplies, money, ete. Duplication of efforts cn be avoided by maintaining 
records. Health Care records are very important in PHC programmes for 
management purposes. Through records the location and identity of persons 


served, quantity and quality of services provided, outcomes of services, etc. 
can be elicited. 


(2) Reports on work performed :- 


The CHV may send his report to the F.S. whereever possible (this may apply 
only to literate volunters who are capable of writing a report). But the F.S. 
should be able to extract a report from the records of the CHV. This will 
enable him/her to give a feedback immediately. 


The F.S. should also consolidate the data from all/volunters under him/her. 


(3) Surveys: 


Surveys are conducted as and when needed to get informations which can not be 
obtained from routine health care records. 


(4) Registers: 


These are official recording of items, names, actions, etc. (eg. list of 
individuals treated). Informations listed in register need not be repeated 
elsewhere. 


(5) Adhoc reporting of emergency problems: 


Immediate and personal reporting of an information when required. (eg. about 
an epidemic). This is usually to the next supervisor level for taking action 
or for appropriate referal service. 


Presentation of Information: 


Whatever may be the source used for communicating an information, its 
presentation is very important for its effective utilization in day to day 
operational activities and at the decision making levels. 


- Should be clear, simple, understaridable, applicable and problem 


oriented. 
~ ghould facilitate deciston making at each level. 
- presentation may be in the form of tables, graphs, etc. or may be even 


verbal. 
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- #&me information can be presented in different ways for different users. 
(eg: at lower levels only raw data are reported but to send to higher levels 
the data must be analysed and the patterns/trends are reported rather than 
just raw data). 


Feedback information:- 


Feedback in an essential aspect of any information system. This is necessry 
at each level (eg. from FS to CHV from CHV to community, etc). 


- feedback informations help the workers to analyse and modify their 
performances and activities. 


- feedback informations are necessary for referred cases so that the worker 
who referred the case will know the diagnosis, treatment given as well as the 
follow up instructions - all of which are essential in proper care of the 
individual. 


- if the worker knows that this informations are used by his superior, he is 
motivated to collect, record and report informations properly and in time in 
future. 


- it must be remembered that feedback informations must be timely and 
appropriate if they have to serve the purpose. 


- feedback at community level also is important. Regular feedback to 
community through Village Health committee or community groups will enable the 
people to know about their own health status. This will motivate them to take 
part in health promotion activities. 

Types of health informations:- 


The major types of PHC informations are:- 


(1) Informations regarding individuals and families in relation to their 
health needs. 


(2) Information for managerial purposes - this includes informations 
regarding productivity of different health units and personnel, 


resources, financial analysis and supplies such as sdrugs. 


(3) Informations on health indicators and other statisticl measurements 
useful for assessing the health status of the community. 


(4) Scientific informations related to PHC needs as obtained from health 
literatures and other sources. 


In short, the I.S. can be classified as 3 main categories, namely, 
(1) Programme management information system, 


(2) Administrative and finance information system, and 
(3) Health information system 
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Items of Information:- 
awe ee CLONE 


cain = items for information will depend upon their use and the 
cn they will be used (central, intermediate or community level). 


In CBPHC programme, the essential items shoud include the following:- 
(1) Basic informations:- 


Social, cultural, geographical, environmental and economic factors. 
- Population data. 


- Data on target groups such as married wome 
n of reproductive age gro 
children aged 0-2 years, etc. ‘ a ee 


(2) Vital statistics: 


~- Health status of the community in the form of morbidity and mortality 
such as IMR, CBR, CDR, MMR, morbidity/mortality due to Diarrhoeal 


Diseases and EPI target diseases, morbidity due to nutritional 
problems, etc. 


These items will help decision making while implementing programme in 
order to change them. 


(3) Health Service Performances:- 


- informations regarding coverage of health services (eg. AN coverage, 
FP coverage, immunization coverage. ) 


(4) Organisational structure including staff unit. 
(5) Constraints and difficulties encountered while implementing. 
Content of Information:- 


The content of information is as important as the item. The content describes 
precisely what is to be collected, how much, etc. (eg. IMR how much). This 
will help to set specific objectives for a programme. The content wil vary 
from programme to programme. basically the content should cover the targets, 
specific objectives and activities, etc. of the programme. 


How to decide on the content? 


een ee ee 


This will depend on the needs and requirements of the programme. For example, 
for the CBPHC project. FIONA related informations must form the essential 


contents. 


The other factors which will determine the content include 
space, time, organizational structure, resources, etc. 


The contents should be user-oriented and relevant in order to enable in 
monitoring the services/activities. 
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It should also provide timely reliable information to influence decision 
making and planning. 


The contents of information as well as the frequency with which they should be 
transmitted can only be determined through proper communication between users 
(eg: PM) and providers (eg:CHV). 


Each level of staff structure must have clearly defined function as to what 
information is to be transmitted from that level or what information to be to 
received and processed at that level - eg: type of data to be collected, type 
of indicators to be produced, analysed, reported,. etc. 


At Community/CHV level: 


The data collected at community level are primarily for providing services. 
So the contents of information required must be accurate but simple, since the 
CHV has to dealt with recording/reporting at this level. 


- must be understandable by them and acceptable, not over burdening. 

- priorities (FIONA) must be made clear to them, there must be uniformity in 
the required informations and data - otherwise there will be conflict 
between the reports of different workers. 

~- one CHV will be responsible for about 1000 population. So the contents of 
informations he should transmit to the F.S. will be regarding the health 
needs of 1000 population at individual/family level in relation to FIONA. 


eg: information on target population (eligible couples, 0-2 yr. children 
etc); needs of services (FP,AN,immunization, ORT, etc); and information 
(verbal or written) on services performed. 


AT F.S. level: 


The contents of information the Field Supervisor has to transmit to his 
Superior (PM) should cover FIONA informations of about 5000 population. 
He/she is also responsible for 5 CHVs and therefore his reports to the PM 
should include individual CHV~s performances, areas of success and failures, 
ete - all in a comprehensive way. The information should also include each 
activity performed at subcentre level (eg.: AN coverage, FP coverage, 
Immunization coverage, etc.). 


At P.M. -s level: 
The PM need not have to report on individual activities or performance of each 


CHV. So the contents of information transmitted by him CHV should be the 


total performance of the project (eg: total achievements such as 
FP,Immunization coverages by all CHVs.) 


In additon, the PM should receive informations on money and other supplies). 
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At Area office level; 


The Area Office should receive information from the Projeet Manager through 


CEO. The PDOs who are responsible for the project analyse these information 
and give appropriate feed back to PM through CEO. 


At C.H. department level: 


The department should receive comprehensive informations of all micropro jects 
from the project Managers. These should include overall ifnormations on 
activities, inputs, achievements, failures, status of supplies and budget. 


Elements (components ) of 3.8. 
The following are the 5 essential elements of information system:- 


(1) Data collection:- 


Collecting data is one of the elements in obtaining information. There 


could be many methods to elicit information at household/community level, 
such as, 


- using questionnaire/interviewing 


- individuals 
- groups 
- leaders 


- direct observations and measurements 
- data obtained from sources such as CHVs_ hospital records, special 
surveys, other agencies, etc. 


While selecting a data collection method, one has to remember that. the 
data so collected must be easy to record and analyse, should be precise 
and reliable, and of low cost. Data gathering is done only for 
description of variable in programme operation and not to identify 
problems (i.e. not to interpret the data). 


Each programme should have facilities to store the data. Storage is 
usually centralised. This makes it easy for retrieval whenever required. 


(3) Data processing and analysis: 


Processing of available data is done mainly to compare the achieved 
objective to those expected; also for comparing similar activities. 
Processing and analysis of data are usually done at Central level where 
the data is stored. The processing will involve many steps - editing, 
coding, classifying, compiling, tabulating and interpretation. Computer 
may be used for data processing. The interpretations are dispersed from 


Central levels (PM and CHD). 


269 


(4) Management and control:- 


This includes directing, managing and controlling the whole system, and 
providng for co-ordination among the subsystems. 


(5) Transmission/Dissemination:- 


Information is needed both at the Community level as well as the decision 
making level. So it has to be systematically provided as and when 


required. 


The dissemination may be in response to special information needs such as 
sending a monthly report to PM, or may be in the form of publications of 


academic interest. 


How to select data, record, report and process 


This will depend on the functions and purposes of each level. The 
information system in this respect may by described as a pyramidal 
structure as below:- 


Informatin Resources for 
PM/CHD planning & decision 
making. 


Information Resources to aid 


FS/PM in decision making & 
planning 
FS Information resources for day to 


day operational managment. 


CHV Informations on health status of the 
community, services rendered etc. 


At the basic level the data are collected mainly for giving essential health 
services in relation to FIONA. So the data to be collected should be _ so 
designed that they are easy and simple for CHV to carry out. They should be 
focussed on FIONA and only the relevant inforamtions are passed on to the FS~s 
level. 


Informations generated and transmitted from higher levels (F.S./PM) showld be 
such that they aid in influencing the deeision making level above them. 
Indicators for Information 


Indicators for PHC are instruments used to monitor and assess the level of 
sctivities, achievments of objectives, and outcome of the programme in terms 
of change in health status of people. 


Indicators for monitoring are used at e time of execution of activities, 
whereas those for evaluation are used ;» sodically (eg: anually). 
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Selection/formulation of indicators:- 


omg selecting and formulating the indicators, one has to first define the 
activities to be monitored and the Outcomes to be achieved. 


A good indicator must be, 


(1) Valid - should actually measure what it is supposed to measure, 
(2) Sensitive - to changing situations 


(3) Specific - to particular situation 
or ph 
(4) Simple and phenomenon only 


(5) Feasible 


Some indicators (eg:IMR,MMR,etc) have to be calculated using available 
numerators and denominators. The description of numerator /denominator will 
determine the type of date to be collected and processed for calculating the 
indicator. If it is feasible to collect these data, it means that’ the 
particular indicator can be selected. 


(1) Immunization: 


- No. of vaccinations/month in 0-2 year age group (DPT, Polio, etc). 
- No. of cases of EPI target diseases (measles, Diphetheria, pertusis, 
etc) per month, etc. 


(2) NCH 


- No. of deliveries conducted by trained/untrained dais/month 
- No. of AN attendance/month 
- No. of TT injections for pregnant women/month 


(3) FP 
- No. of FP acceptrs/month 


- No. of UCDs inserted/month 
- No. of 0.C. packets distributed, 


(4) ORT:- 


- No. of children (0-2 yrs) who had DD in one month 
- No. of deaths due to DD 
- No. of ORS packets used 


(5) Vit. A 


- No. of Vit. A supplementary doses given/month 
- No. of children with night blindness, 
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This F.S. can assess the percentage performance of each CHVs using the above 
indicators, compare, amd identify who is doing a good job, who needs better 


motivation, etc. 


The F.S. while sending his/her report, should use indicators which will enable 
the PM to assess the overall performance of all 5 CHVs under one F.S. For 
example, the F.S“s report could be in a format as below:- 


Name of CHVs Total 
Items of 
Information A B € D E 


No. of villages 


Se AR ER SE Se OY RS eS He RSS ATT ON EW ee OOD GERD Oe ST SE eee eereee oD. 


No. of population 


CGO ke GSH SEE Sb ee Ms aR ces om cme ae SED aoe RD aD LD LEED SED LAD SEED AO GE AY EPG AMER OY AIS GY A> CE GD FL EAS ADIT GEN IEE AS LD IE ID EY PLE GGT CID ST CLS COOLED LE ES LE LIES REY IO AE 2 SN EE EA i SS AN ES 


No. visited/month 


ANE TP RY OS SD ES RY SEU Gk 22 ae ae OED ee 


No. of DPT doses 


ORD ee Soe me SS LD LEY A SY EE SAY A LD RE ET SOY NES AES LOGY SY CIEL RS ASG SOY CE CS TT SIS I I A a 8 BEA ALA AO > REAR aE SI ENS 


Reo Polio toes 
(2 ee ee ee aE USS Sa ee 
No. of BCG doses: 

Poise ie a 

ae. Sn ea 

(Sc es a os ee EL EO IE SS RE HN > ms sie pe eeeoeinaeameneteelS 

No. of TT given | 

LLL LLL A A SS A SS SS SE SS SY SE ND SE SoD cD ED nD ce> ee cag ween ab Me aaa ee LLL LLLP LS AS Ee 

No. of IUDs used 

A aa a cee ss em ae te eS ce come ea ae a oe a eer ty ce See es a a cr ei ee ih ay mth ys set ep a es nee (2) 2 ele EAD ED come GED me ANOS SRS eS eS aN cD ea 

No. of Vit A. supp. 

a . (ee... coe 
Se ee ae teihesiemente ses ee a ea ep eS 


The Project Managers report should use indicators wich will represent a 
cummulative performance of the whole project under hin. 


272, 


Immunization 
i a a a LLL LS Se SS Se OS SS SO SO eS Se eee cee ae eee ew a ew oes eee ee, 


LLL LL SS A A FS RD a a 


SE SS eS OS SS SD SENN SS Ss UALS GEN EDGE GDP SE SEP GEDISSSEES ESSE 
Jan 
aes (ee ee ee ee ae ee we ee eee eee a ee eee SLL Se eS SS SS SD SS SS SD aD ne ae ee ee SLL LS LSS OY NS TE SS ES SS SD SS SED SES SP SED 
Fel. 
De ee en aw om am ee ome eee ELSES ES LTT ECL SAL CD SD SD AE AD ND SD aD EES SES eh omen Ge epee PPA LEAL LP SP AS SS SO SE PE SS 
March 


OP A PP EP EE SP GE SP SP ED OH EP CR EEE aD aD OEP ea EE SSeS 


Total 


SELL LLL LS SAS SS ES SS IS NS YG SE SE ND SED GE SE OS a cD OD OD we ee ee oe a oe eo ee een owe = ee ow ome oe 2 RS OP SS ED OP OS DP OD OD C= 2 OS eS aa ew Ew aa 


ee | 


Deliveries 
Month ANC Oe coe ee Se ea ee ee ee eo ee WOE ER EE OE a a OY ER OD CE On an Oe me om ee 
Home Hosp. Total 
Trained Untrained 
Dais Dais 


Jan. Lae: 
a | 

RT 24 
(eae... ae 


Nutrition 


Iron/FA Vit.A 


Jan 


Oe Ge OD OP CR a = «w o> ow oe om 8 an ow 68 ee ee ee eee 


Feb. 


cer eee a ee ee eee 
a ew ee ae oe ee ee eS 
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Vital Statistics:- 


Birth T Death T Infnt deaths Maternal D.D 

aecamene rains de ssh ieaeaeamiamiemmmmammse Bi po mi deaths (O-2yr-_ 
O-lyr O-1imth 

M F M F ee M F | ee 


ree eee ee ae tts a EERE CoP ESS EE OTe Oe er ee Ee SS SS SS Oe eee eee ee 


From the informations thus obtained from the PM“s report, the department of 
Community Health of CMAI can calculate indicators such as IMR,MMR,CBR,CDR, 
percentage performances of various FIONA related activities, etc. 


Development /Establishment of a health information system in CBPHC:- 
The development of an information system is. a continuous process, and should 
be carried out from the very first step of the programme as a collaborative 
undertaking between all levels of providers/users of the system. 


Se es Eke anees sens cae 


(a) The development of the system should first consider the user’s needs 
(user-orientation ). 


The system should be comparable with other similar systems of the 
organization (organization-wide uniformity) . For example, the informations 
collected/obtained from different CBPHC microproject must be 
comparable,because they need to be collated, stored in standard formats, 
processed and disseminated by CMAI according to needs. 
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Different levels have different requirements. Therefore the system should 


be developed in such a wa 
y that only the infor 
levels are transmitted to that pve gee mations required by the other 


ein — development of the information system, it is’ essential that 
contacts between the various staff units involved must be well established, 


- contacts between CHVand community 


- contacts between CHV and FS. 


~ contacts among different higher levels (FS ,PM,CEO.CHD) 


These contacts will ensure regular transmission of informations between 
them through proper communication channels. 


(c) It is also necessary that those concerned with the information system must 
be adequately motivated to record, report, process, etc. 


(d) Proper supervision,and timely appropriate feedbacks are other essential 
factors for successful establishment of an information system. 


(e) Internal reporting system is an essential element in the overall 
information system. 


Regular, formal reporting between each levels regarding the programme 
activities and achievements will enable to assess the progress of the project. 


The first report should include all baseline informations, whereas the 
subsequent ones will include mainly the updating of the relevant data, various 
service activities vital events and achievements. 


The periodicity of reporting will vary with the level of the user. At 
basic level (CHV) it should be a continuous (daily/weekly)reporting process; 
but at the PM/CHD level it will be periodic (monthly, annual, etc). 


(f£) Profile of the system: 


At village level, informations on health situation (FIONA) of the people 
should be the main area of concern. 


The indicators used should be simple and usable by the CHV. The 
informations should in addition include those of other basic factors such as 
poplation data, family size, etc as well as those of the activities performed 
by each volunteer. Translation of information may required at this level. 


Feedback to and from the people also is important at this level. It 
should be a participatory type of communication between the CHV and community; 
the feedback from the community will be particularly useful in modifying 


programmes for the future. 
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At the subcentre/F.S.~s level - It is more or less a collaborative type of 
friformation generated and transmitted - i.e, covering activities and 
achievements in all villages under the responsibility of the particular F.S. 


(performance of 5 CHVs). 


At the PM,s and department of CH level also the informations are the 
collaborative types covering one whole project, and all microprojects 


respeccively. 


(g) Referral System is also part of information system for giving adequate 
health care to the individuals covered by the CBPHC project. While referring, 
information has to be provided indicating the reason for referral, to whom, 
from whom, etc. Similarly, feedback information from the referral centre to 
the referring worker/FS is also important, showing the diagnosis, treatment 
given, further follow up instructions, etc - all treatment given, further 
follow up instructions, ete - all of which are essential in providing good 
services to the individuals. 


Responsibilities of the CH department in MIS: 
(1) Organization, monitoring and supervision of CBPHC records/reports. 
(2) Collation and processing/analysis of data sent by project Managers for, 
- reporting to higher levels of administration (CH committee of CMAI), 
- providing regular timely feedback to Area Managers of CMAI and to 
peripheral levels, 
~ responding to special requests/needs at CBPHC levels. 
(eg: special informations, organization of Surveys, etc.) 
(3) Regular timely supply of recording forms and other information materials. 


(4) Provision of Storage facilities for forms, etc. 


(5) Provision of facilities for the display of feedback information and 
health education materials. 


(6) Regular supervison and evaluation 


- The Area office will check regularly that the data are collected and 
reported from the peripheral levels as required. 


mo isle. Area office will alee see that facilities for training, supplies, 
storage, etc are satisfactory. 


- Observing the trends in health Status and taking appropriate action at 
Area Office level. 


- Keeping in touch with the CBPHC level supervisors to Sive encouragment 
and advice and to disseminate information through them to the CHVs. 
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*~= Record maintenance is mainl 


Use of Records in Health Care delivery:- 


Records are one of 
management purposes. 
resources, etc. 


the sources informations and they are important for 
Records are documents of services given, the outcomes, 


: 2 y to improve quality of services, especially in 
ases where continuing care is given. One should be able to know by going 


oe the record, what has been done in the past, what results so far, 


~ Practice of having one record per individual permits efficiency as well as 
confidentiality. 


- Records also contain informations for extracting statistical reports and 
for health survey. 


- Records serve as tools for Supervision. By reviewing the records the 
supervisor can assess. the health care given to the individuals. The 
supervisor can also give necessary education/motivation to the CHV by 
indicating his approval or otherwise of the records. 


- The supervisor must make sure that the CHV enters the data correctly. 


- The records must be standardised so that there will be uniformity between 
the reports of different workers. 


- The terms used must also be standardised - in case the workers can only 
give verbal informations in local language, then some standard terms must 
be taught initially. These verbal informations must then be put in records 
by the F.S. 


- During his weekly visits, the F.S. can enter data into his dairy/records. 


Some of the recommended records and registers for CBPHC are:- 
(1) Family Folder 
(2) MWRA card 
(3) Child Health (under:2) card 
(4) AN (Mother) card 
(5) Clinic Register 


The Family Folder will give a quick referrence on all family members, 
especially if there is an EC, AN or under 2 child, etc with reference to their 


respective numbers. 


The child health card will give reference on the child*s health, vaccination 
The Mothers card will give details on the status of the mothe: ‘s 
condition of the baby at birth, etc. Similarly the MWRA 
change of method if any, reason, 


status, etc. 


health, pregnancy, 
will refer to the FP methods accepted, 


complications, etc. 


All cards will have reference number of the Family Folder which in turn will 


have numbers of other cards, if any. 
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Survey register 


(eg. FP survey) 


Sl. No : House No: 
Name/address 

Age: ' Husband: | Wife: 
No. of living vixen: M: F: 


Age of last living child: 
Pregnant: YES/NO 
FP adopted YES/NO, 
If yes, which method: 

If no, willing for YES/NO 


Which method: 
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Management of FP Programme in the field: 


What is your target population? 


18% of your population will b 
e eligible couples i. 
is in the age 15 to menopause. ple é couple in whom the women 


30% of the eligible couples will be using some form of contraception. This 
percentage is called couple protection rate. , 


Your target will be all the eligible couples who are not practising some form 
of contraception. 


Criteria for selection of couples for use of the different methods. 


SELECTION OF COUPLES FOR CONTRACEPTIVE METHODS 


In advising a couple as to the most suitable method of eodevacept ion to 
be used by then, the following factors should be taken -— into 
consideration. 


1. The age of the couple. 

2. The health of the couple. 

3. The number of pregnancies the woman has had. 

4. The number of living children. 

5. The health of the children. 

6. The sex of the children. 

7. The age of the youngest child. : 

8. The availability of the services, viz., personnel, supplies and 
follow-up. 

9. Whether the couple wish to space their children or limit the size of 
their family. 

10. The preference of the couple for a particular method. 

ll. The facilities available in the home, e.g., privacy, water supply and 
facilities for storage of contraceptives. 

12. The cost involved in purchasing contraceptives or in travel to the 
place of free supply. 

13. Specific family situations, e-§-, either partner refuses to use any 
method, irresponsibility of either partner, long absence or chronic 
iliness of either partner. 

14. The presence of medical contraindications to the use of a_ particular 
method especially the IUCD or the pill. This could be determined 
after history taking and medical examination at the clinic. : 


REMEMBER THE FOLLOWING. 


FOR TEMPORARY METHODS: 
SELECT COUPLES WITH ONE OR TWO LIVING CHILDREN 


EMPHASISE THE ADVANTAGES OF SPACING 
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PROCUREMENT OF SUPPLIES 


There are two sources from which you can procure your family planning 
supplies for the project. 


(1) Government Sources, 


The Director of Health services and family welfare is responsible to 
supply all the commodities relating to family planning in that state under 
his jurisdiction through the District Health Office and Primary Health 


Centres. 
(2) From Local Markets 


Commodities are available in the local market but the project has to buy 
it for their supply in the community. 
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How to organise ante-natal services for your project 
How can you estimate the number of pregnant women in your area? 


This is derived from the birth rate - 30 =- 40/1000 population. 


Preganancy lasts for 9 months. 
Hence 3/4th of the 350 women can be expected to be pregnant. 


Seti have shown 1/4th of the pregnant attended clinic only after 2 - 3 
months. 


So you are left with another 50% pregnant women who if well motivated will use 
the ante-natal services. 


Your target should be 100% in these women. 

Usually 20% of the women who come for first visit drop out. 

In the rest there is a high risk of 20% pregnant. women. 

With the above facts in mind set up your ante-natal services. 

Supplies | 

Equipment:- suggestions are - 

- essential furniture at subcentre (examination table) 

- weighting scales - adults + children preferably one portable Height measu- 


ring scale (can be improvise by marking on the wall). 


- Home visiting kit bags containing BP apparatus, and portable weighing 
scale. 


- containers for collecting urine. 


- test tubes for testing urine. 


- Equipment for measuring Hemoglobin (check with your hospital lab which will 
be most suitable for use at the sub centre.) 


- equipment for administering medicines. 


- Thermometers - oral and rectal 
- Syringes & needles/check with your hospital nursing section. 


Bowls and kidney bags check with your hospital nursing section for this. 


- Registers and Record forms 
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+ Expendable supplies 
A) Drugs: 
1) Iron and Folate tablets 


Each pregnant women will need approx 100 tablets during her course of 


pregnancy. 
Calculate and stock these for your project. 


These tablets can be obtained from DHO free of cost. Consult your hospital 
pharmacy for further guidance. 


2) Tetanus Toxoid Injection: ‘s 


Each pregnant woman needs minimum of 2 ml of Tetanus toxoid during her 
pregnancy (minimum 2 dose of 1 ml each Intramuscular 4 weeks apart) 


Available as multidose vials and single dose ampoules. 
Consult your hospital pharmacy before ordering/purchase. 
This may be obtained from DHO office. Contact DHO directly 
3) Multivitamin tablets: 

Keep minimum stock of these tablets 

4) Contraceptives 

B. Surgical gloves 

C. Matches and fuel 

D. Toilet soap 

E. Health Education materials - Flash cards Flip charts 
OPTIONAL: 

l. Mackintosh 


2. Hand towels 


3. Surgical instruments 
4. Black board 


How to conduct an’ immunization programme in the field level. 


How do you procure vaccines? 


Vaccines can be obtained from different sources like: 


(1) From Government 
(2) From other agencies 
(3) From local drug distributors. 


si district health office provides vaccines like BCG, DPT and Oral Polio free 
of cost. 


To obtain this you will have to follow the procedures laid down by the 


government and submit reports regularly to the DHO office. Try to utilise 
this. 


Other agencies like Rotary Club provide vaccines. Contact these sources. 


The local drug distributors can supply vaccines. You will have to spend money 
for these vaccines. 


IF YOU ARE SPENDING MONEY ON PROCURING VACCINES, BUY MEASLES: VACCINE. 
Consult your hospital pharmacy before procuring vaccines 
How much vaccine will you need? 


For a population of 10000 there will be approximately 350 children newly born 
in a year. 


Assume you expe¢t a coverage of 60%. 


Number of children to be covered are 210. 


‘So you need BCG 1 dose x 210 = 210 doses. 
DPT 3 dose x 210 = 630 doses. 

OPV 3 dose x 210 = 630 doses. 

Measles 1 dose x 210 = 210 doses. 


Wastage ‘ate for vaccines: 
BCG 2 
OPV 1.33 
DPT 1.33 


Measles 2’ 
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Caleulate your requirement including the wastage rate. 
e.g. BCG 210 x 2 = 420 doses you need in a year. 


Frequency of Supply: 

Assume you collect supplies every month you will need: 
420/12 = 35 doses of BCG. 

Reserve 

There must be 25% reserve stock at any time i.e. 


35 doses x 1.25 = 44 doses 


Calculate your vaccine requirements for é¢ach vaccine 


VACCINE STORAGE AND TRANSPORT 


1. How do you storé vaccine? 


ALL VACCINES MUST BE 


i) STORED AT A TEMPERATURE WITHIN THE 
MANUFACTURER RANGE PRESCRIBED BY THE 


ii) PROTECTED FROM SUNLIGHT 
iii) PREVENTIVE FROM CONTACT WITH ANTESEPTIC SOLUTIONS LIKE SPIRIT. 


Vaccine should be kept in the thermacool containers in subcentres 
during use. 


DISCORD ALL UNUSED BCG, POLIO AND MEASLES VACCINES AT THE END OF THE 
WORKING DAY BECAUSE THEY POTENCY. IS LOST RAPIDLY WHEN NOT 
REFRIGERATED. 


For mothers 
Pregnant mothers are 4% of the population. 
So for 10000 population 400 pregnant mothers will be there. 


The figures are rough estimates, calculate for your area, based on actual 
survey figures. 


What are the potential problems you may come accross? 
(1) Power failure effecting storage: 


Plan ahead of time for the eventuality of power failure, i.e. plan to store 
the vaccine in a place where generator is available. 


(2) Labels of vaccine: 


Labels are liable to fall off. To prevent this apply adhesive tape (plaster) 
and label the vial. 
(3) Disease Epidemics: 


If you hear of many children having measles in and around your project area 
try to obtain measles vaccine as soon as possible and immunize as many under 5 


as possible. 


(4) If there are many children in the community with polio, do not give anhy 
intramuscular injection including DPT vaccine. : 
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(5) If you are thinking of buying vaccines. Think of MEASLES. VACCINE. Other 
vaccine can be obtained free of cost, without too much difficulty. 


2. How do you tranport vaccine? 


Remember the maintenance of “cold chain” is important even during 
transport of vaccines. 


“IMPOTENT VACCINES ARE USLESS”. Use thermacool as containers with cool 
packs these are available in the market. These cool packs can be 
frozen and kept in side thermo cool containers with vaccines. 


HOW TO RUN AN IMMUNIZATION PROGRAMME? 

The children in the project area can be immunized either: 

(i) During pulse immunization programmes. 

(ii) In regular child health clinics held at Sub Centres. 

Remember that regular stock and suply of vaccines should be made availabel 
for Health clinic pulse immunization. No child which has come to receive 
immunization should go back, because of non-availability of vacines. 


3. Where do you procure vaccine? 


OPT, OPV, TT vaccines are available with the DHO, free of cost, provided you 
submit reports to the Government in their proforma. 


Measles vaccines is not available from the Government. But Voluntary 
organisations like Rotary club sometimes provide these vaccines. 
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SHELF - LIFE & STORAGE OF VACCINE 


TETANUS BCG 
2 years 2 years in 1 1/2 years 1 1/2 years 8 month in the 
in freezer freezer in the middle in the middle middle shelf 
shelf of the shelf of the of the refrigerator 
refrigerator refrigerator 


FREEZING DPT,TT OR BCG CAUSES 
PRECIPITATION 


SHELF LIFE: 


If a vaccine is carefully stored at the right temperature it should work for 
about two years. This is its shelf life - the time it can stay on the shelves 
of a refrigerator. If it becomes warm, its life is much shorter. If you look 
on a box of vaccine you will see a date printed. This is the expiry date. It 
shows the end of the shelf life and it is the date when a properly stored 
vaccine expires or becomes useless. Don"t use vaccines after the expiry date. 
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STORY TELLING 


Janaki and Saraswati: a story from India 


Once upon a time, not long ago, there was a young health worker named Janaki, 
who lived in a small village called Mumabundo in northern India. After making 
a list of the health problems in her village, Janaki realised that one of the 
biggest problems was that women did not eat well during pregnancy. they ate 
too little, and were very thin and anemic. As a result, many babies were born 
small, thin, and weak. Many of them died. Some of the mothers died too, from 
bleeding or infection following childbirth. 


Janaki began to call pregnant women together on Tuesday afternoons to teach 
them about nutrition. She explained the different food groups and the 
importance of getting enough to eat. She told the women about vitamins and 
minerals, and which foods contained iron that would prevent them becoming 
anemic. To make the meetings more interesting, Janki used flash cards and a 
flannel-board, and even had the mothers bringing different foods from their 
gardens and the market. 


But as the months went by, nothing changed. One night, ome of the mothers who 
had regularly attended the Tuesday meetings gave birth. She had become more 
and more anemic during pregnancy, and from the loss of blood following 
childbirth, she died. Her baby died, too. 


Janki felt partly to blame. She decided to go talk to Saraswarti a wise old 
women whom everyone went to for advice. Saraswati also practiced ayurvedic 
medicine - the traditional form of healing. 


Janaki explained her problem to the old women. 


Saraswati put her wrinkled hand on Janaki~s shoulder. ~*I think your problem 
is this, she said, you started with what you were taught in your health 
training instead with what the women in the village already know. You must 
learn to see things through their eyes. 


““What do you mean? asked Janaki. 

““You have been telling the women that eating more during pregnancy will make 
their babies weighmore at birth. But mothers here are afraid to have big 
babies. Sometimes, if a baby is too big for her hips, the mother cannot give 


birth so women have learned to eat little during pregnancy, in order to have 
smaller babies. 


No wonder my teaching failed. “Why didn“t they tell me? I tried to 
encourage to express their ideas. 


~“Maybe you spoke your own ideas too quickly and _ too Sstrognly,~° said 
Saraswati, ~“the women do not like to contradict you.~~ 


“Then how can I teach them? asked Janaki. 
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Begin with what they know abd believe. Build on that," answered Saraswati. 
For example, talk to them about dhatu. According to our tradition, dhatu is 
a substance that brings strength and harmony. It is related to satiee certain 
foods. Pregnant women are not interested in gaining weight or having large 


babies. But they are interested in strength and harmony for themselves and 
their babies, and this comes through dhatu. 


Janaki invited Saraswati to come to talk with the women about dhatu at the 
next Tuesday meeting. 


When everyonehad gathered, Saraswati started by telling a story about a family 
whose mango crop failed because they did not fertilize their trees in time. 
She asked, “Near the time of harvest, if the fruit looks weak, is that the 
time to think of adding manure to the ground. "Oh no, “said the women. “It 
is too late.” 


"So it is with giving birth, “said Saraswati. "A difficult birth is often 
caused by weakness of the mother and child, because they lack dhatu. Since a 
mother must share her dhatu with her child, she needs to eat plenty of dhatu- 
producing foods. Butdhatu takes time to be made. Foods that make blood and 
dhatu need to be eaten all through pregnancy.” 


The following Tuesday Saraswati did not go to the meeting. But before it 
began, she talked to Janaki about ways that Janaki might interest the mothers 
in eating foods with iron. Saraswati remained her that redness of the body 
and blood is considered a sign of health. In Mumabundo, pregnant women are 
said to be in danger of “impurities of the blood” and iron is traditionally 
used to protect and purify the blood in times of danger. Also, teas made from 
iron-rich plants like fenugreek and seasame are given to girls when they begin 
to menstruate and before they marry to strengthen blood and increase beauty. 
Saraswati suggested that Janaki build on these traditions to help the women 
realize the need for iron-rich foods during pregnancy. 


So Janaki discussed these customs during the Tuesday meeting. “When one of 
us is “impure” during menstruation or after childbirth, or when lightning 
flasnes, or someone has fits, we hold a piece of iron in our hands on throw it 
in front of the house. Why is that? It is to protect us from Sandhi - the 
evil spirits. 


~“When a chicken dies suddenly. We cook it with a piece of iron in the pot. 
Why? To purify it from visha “poison”. 


"Yes" said Janaki. “We all know iron has guna - the power to protect and 
purify. This is also true inside the body. Iron makes the blood red and 
strong. We can see by the red colour of our tongues and fingernails that our 
blood is strong. If the blood is weak, these are pale, not red. 


The women began to examine each others tongues and fingernails. Soon they 


became concerned “some of us have very weak blood,” they said. “We -need 
guna to purify and protect us. Should we hold a piece of iron? 
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1 
“explained Janaki, “but only when it is inside us. There 


“ Jron will help , 
What plants do we give in tea to girls when 


are plants that are rich in iron. 
they begin to have monthly bleeding, or before marriage, to increase their 


blood and beauty?” 
” Fenugreek and seasame seed, “said the women. 


~*Yes,°” said Janaki, ~~These plants are rich in iron. We should eat them 
during pregnancy, to strengthen our blood. 


““What other foods are rich in iron?~° the mothers asked eagerly. Janaki had 
already told them many times. But this was the first time they had shown real 
interest and asked for the information themselves. 


As the weeks and months went by, more and more women came to the Tuesday 
discussions. Each week they examined each others tongues and fingernails. 
And changes began to take place. They had discovered that the guna in the 
iron-rich foods strengthened their blood. They also had began to eat more so 
that they and their babies, through dhatu, would gain more strength and 


harmony. 


Today, eating well during pregnancy has become part of the tradition in 
Mumabando. Babies are born healtheir, and fewer women die in childbirth. 


Exercise: Analyse this story and identify the important points or methods 
that enhance the effectiveness of the message. 
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Advantages and disadvantages of certain teaching methods 
and of different educational media 


Advantages Disadvantages 

1. Lectures: 

(1) Apparent saving of time 1. Keeps the students in a passive 
(for the teacher) and resources. situation. 

(2) Presence of the teacher 2. Does not facilitiate learning 
(showmanship) how to solve problems. 

(3) Covers a large group of students. 3. Offers hardly any possibility of 

checking. 
(4) Gives a feeling of security. 4. Does not allow for individual 


pace of learning. 


5. Low receptivity 


2. Small group activities: 


High costs in personnel and time 
unless peer-teaching is used) 


Permits a teacher/student dialogue Le 
(thanks to the availability of 
the teacher) 


Facilities evaluation 


3. Practical work 4. Beside teaching 5. Field work 


1. Puts the student in an active 
situation. 


1. High personnel, transport and 
material cost. 
2. Covers a 


limited group of students. 2. Sometimes put the patient in a 


difficult situation. 


3. Permits evaluation of degree to which 3. 
educational objectives (practical and 
communication skills) have been attained 


Poor standardisation. 


4. Develops qualities of observation and 
decision taking. 


5. Ensures closer contact with reality 


(professional health situation of country, 
colleagues and teachers.) 
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Permits comparision between practice and theory. 


Enabels student to develop self-confidence. 


8. Increases variability. 
6. Books, handouts, programmed learnin 
from book 
Sk tastes Bi HM g Ss, and simulation (self 

1. Enabels student to work at his own pace. 1. Necessessitates special 
educational competence 

2. Facilitates self-evaluation. 2. High additional investment 
costs (in teachers time 
and money) 

3. Makes mass teaching possible with high 3. No group dynamics. 


7. 


2. 
3. 


efficiency 
High availability. 


Facilitiates decision-taking (solution of 
complex problems) 


Reduces risks (for patient or society) 


Avoids bias transmitted by ~bad teachers~ 


Allows a good teacher to save time that can then 
be spent on more complex activities such as inter- 


spersonal relations. 


Can be kept upto date with new scientific developing 


and contain references to other documents. 


Real objects and specimens: 


Present reality, not substitutes, 
Three dimensional 
Permit use of all senses in study. 


Models and simulation devices. 


Three dimensional and concept of reality 
Size allows close examination 

Good for magnified situation 

Can be used to demonstrate function as 


““"well as construction. 
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May not be easily obtainable. 
Inconvenience of size - 
danger in use 

Costly or not expendable. 
Usually only usable in small 
groups 

Sometimes easily damaged. 
Problems in storage. 


Craftsmanship required for 
local construction 
Simulation models often 
expensive . 

Usable for small groups. 


4. Models often easily damaged. 


forming 

. it learning and practice of 5. Never same as per 

— , : . teachnique on a patient. 
Beware of faulty 
learning. 


6. Some can be made with lacal material 


a 
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9. Graphics charts, diagrams, schematic drawings), posters, paintings, 
photographic prints. 


1. Promote correlation of information. 1. For small audiences only 
(unless projected with 
epidiascope). 

2. Assist organisation of material 2. For effective use, good 


duplicating equipment and 
trained staff needed. 
3. Photographs nearer to reality than 
drawings, 


4. Usually easily produced and 
duplicated (black and white photos) 


5. Easy to store, catalogue and retrive, 


10. Blackboard or flipchart 


1. Inexpensive, can be made locally 1. Back to audience 
2. Usable for wide range of graphic 2. Audience limited to 50 or so. 
3. Allows step-by-step build up, or 3. Careful drawings erased, not 
organisation of structure or concept preserved for future use, 
| except in the case. of 
flipcharts. 


11. Flannelboard (Flannelgraph). Most of the comments apply also to magnetic 


board 
1. May be used repeatedly. 1. For limited audience only. 
2. Usually preparable from locally available 2. Difficult technique to use 
materials. convincingly. 


3. Good for showing changing relationships. 
4. Holds attention if well used. 
5. Can be adapted for group participation. 
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PROJECTABLE MEDIA 


12. Still pictures - Opaque projection (Epidiascope) 


l. 


14, 


Enlargement of drawn or printed materials 
for large audiences. 


Obviate need for producing slides and 
transparencie 


Enlarged image may be transferred to chart 
or blackboard for copying. 


Small objects and specimens may be projected. 


Transparencies for overhead projection. 
Projectable in full day light to large 


audiences 
Presented facing audience 


Relatively easy to prepare with local 
‘materials 


Subjects can be drawn in advance or 
developed by stages with the group. 


Slides and film strips 


Suitable for large audiences. 


Relatively easy production and (in black 
and white) reproduction. 


Cheppest current forms of visual medium 


Wy 
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l. 


Demands total darkness 
for clear projection 
(except with very expen- 
sive models). 


Bulky machine, difficult 
to transport. 


Electricity required. 


Electricity required. 


Equipment and materials 
for making sophisticated 
transparencies expensive 


Not usually suitable for 
photographic material 
due to cost (although 
adaptor available to 
take 35 mm slides) 


Usually restricted to 
teacher use, as it is 
not easy to adapt for 
the learner to use. 


Fixed order of frames in 
filmstrip restrictive in 
use. 


Need partial darkness for 
viewing unless rear 
screen or daylight 
screen used. 


Duplication of colour 
slides expensive (even 
impossibel in many coun- 
tries) 


4. Easily adptable to self-learning packages. 


5. Equipment available for viewing or projection 
without electricity source. 


15. Microfilms 


1. Easy storage and cataloguing of large numbers 1. Too small for clear 


of visuals. naked-eyg viewing. 
2. Exchange of information on available 2. Although inexpensive 
collections. equipment available for 


individual use large 
group projection equip- 
ment not readily avai- 


lable. 

3. Very cheap per image if projection can 

be asured for large groups. 

4. Small and light for easy despatch. 

16. Films 8 mm and 16 mm 

1. Close to reality with movement and sound 1. Does not permit self- 
pacing 

2. Suitable for large audience (16mm) 2. Films costly and diffi- 

for small groups only (8 mm) cult to produce. 

3. Compression of time and space. 3. Individual films relati- 

vely expensive. 


4, Emotive, can develop attitudes, pose 4. Electricity required. 
‘problems, demonstrative skills. . 


5. 8 mm loops useful for individual instruction 5. Equipment difficult to 


transport 
6. Good learning source if preceded by 6. Darkness needed for viewing 
teacher's introduction and followed by except rear screen use) 
discussion. 
7. Imported film may 


contain inappropriate 
information (see item in 
advantage 6). 
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12. 


13. 


14. 


15. 


LIST OF RESOURCE MATERIAL USED TO PREPARE THIS MANUAL 


Analysis of the situation of children in India. 


UNICEF. 


A community Hand Book for Developing Countries. 


Central Bureau of Health intelligence. 


Contact = 
Child Survival how £¢ works. = 
Diarrhoea Dialogue - 


Judith E. Brown 
Richard C. Brown 


Ministry of Health G.O.I. 
Various issues. 
Seeds 


Various issues. 


Educatignal Hand Book fot Health Pex: onnel, 


Future ~ 


Health Statistiés of India 1985. 


Helping Healtn Workers Leath. - 


Hand Book for the Delivery of Care to 
Community Development Block. 


Health Care in India. - 


J.J. Guilbert. 
UNICEF. 
G.O0.I. 


David Werner 
Bill Bower 


Mothers And Children in a 


Dr (Mrs) H. Dhillon 
Miss S. Dasgupta 

Dr. M.K. Krishna Menon 
Dr. P.M. Shah 


George Joseph 
John Desrochers 
Mariamma Kalathil 


Hand Book for Family Planning Field Workers. 


IPPF 


Information for action issue paper (Growth Monitoring) 


Manual for Field Workers. 


UNICEF 


UNICEF 


Manual for Female Health Workers Volume 1 & 2. 


National Nutrition Monitofing Bureau, 
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Ministry of Health G.O.1. 


1980. 
National Institute of Nutrition 


19. 


20. 


21. 


22. 


23. 


24. 


On Being In charge - WHO 1980. 


Primary Child Care A Manual for health workers. 
- Maurice King 


- Felicity King 
- Soebagio Martodpoero 


Revised Strategy for National Family Welfare Programme. 
- Ministry of Health G.0O.1. (1986) 


The Foundation for Research in Community Health, Bombay. 


The State of the Worlds Children 1985. 
- UNICEF 


Towards Universal Immunization 1990. 
~ Ministry of Health G.O.I. 


Teaching for better learning. 
Teaching Guide for Training of Village Health Workers. 
- Patriciaf Wakehaur 


Teaching Village Health Workers. 
- Ruth Harnar 


Taking Sides. | - Sathyamala & others 
Where There is No Doetor. - David Werner 
Working together for Health. - fTAFTEE (1984) 


Bharkat Narain, Swash Hind 1961 
Parke’s Text Book of Preventive and Soeial Medicine. 
Hulbe 1980 - Approached to Rural Development. 


Development by the N.L.L. in the Philippines inGuidelines for 
Development : CCA, 1980 


Health for All - ICSSR & ICMR publication. 


Health for the millions-June 1987. 
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13 


14 
3 
16 


17 


18 


LIST OF WORD MEANINGS 


WORD 
Abcess 


Ablution 
Ailments 


Ambivalance 


Anaenia 
Antenatal 


Anthropometry 


Anus 
Appetite 
Assimilate 


Augment 


Bronchopneumonia 


- Bruise 


Callous 
Castrated 


Chronic 


Clustred 


Coax 
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’ 


MEANING | 
A small collection of 
pus. 


A cleansing or 
washing. ‘ 


Diseases 

Possesing ability of equal 
power or value in two 
directions. 


Less blood. 


Occuring before birth. 


Science of measuring 


the human body and its 
parts and functional 
capacities. 


The outlet of the 
rectum. 


Desire especially for 

food; not necessarily 

hungry. 

To absorb digested food. 

To add to or increase. 

Inflammation of the 

terminal bronchioles 

and alveoli. 

An injury in which 

skin is discolored 

but not broken . 

Hard like a callus. 

Desexed; emasculated. 

Long drawn out; applied i 
to a disease that is 
not acute. 


Jammed t6gether. 


Encourage. 


ry 


19 


20 


25 


27 


28 


29 


34 


35 


Concomitant 
Con junctiva 
Contraction 
Contrast 


Convulsion 


Curative 


Disseminating 
Empowered 


Encompassing 


Epidemic 


Epilepsy 


Ethnic 
Excreta 


Fang 
Fastidium 
Filarisis 


Foetus 
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Accesssory taking place 
at the same time. 


Mucous membrane which 
lines eyelids and is 
reflected onto eyeball. 


A shrotening, 


Showing striking 
differences. 


Paroxysms of involuntary 
muscular contraction and 
relaxations generally in 
children. 


Tending to cure 


Scattered over a 
considerable area. 


Authorise, License. 


Surround 

Appearance of an infectious 
disease not of local origin 
which attacks many people 


at the same time in the 


Same area. 


An episodic disturbance 
of conciousness in which 
generalized convulsion 
may occur. 


Language. 


' Waste intestinal matter; 


feces. 
A sharp pointed tooth; 
the root of a tooth. 


Aversion to food or to 
eating. 


A chronic discase due to 
one of the filariae. 


Growing baby in the 
womb. 


36 
37 
38 


39 


40 


41 
42 
43 


44 
45 


46 


47 


48 


49 


51 


52 


Foster 


Gastroenteritis 


Gauze 


Hepatitis 


Hormones 


Hypertension 
Ignorance 
Impotent 


Incessantly 
Infant 


Inhalation 


tnnovative 
Intensity 


Intramuscular 


Intrinsic 


Lactating 


Legitimacy 
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Affectionately, 
Cherish 


Intlammation of the stomach 
and bowels. 


Thin, transperent fabric 
used in surgery. 


Inflammation of the liver. 


A chemical substance 
originating in an organ, 
gland or part, which is 
conveyed through the 
bloodto another part 

of the body, stimulating 
it to increased 
functional activity, and 
increased secretion. 


High blood pressure. 
Want of knowledge. 
Unable to Copulate. 
Unceasing, continual, 
0 to 1 year old 
child. 

Act of drawing in of 


breath, vapor, or gas 
into the lungs; 


inspiration. 


Bring in novelties; 
A high degree of 
activity. 

Inside a muscle. 


Inherent; belonging 
to a part. 


The period of sucking 
in mammals. The functions 
of secreting milk. 


Condition of being legal. 


OE 
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54 
55 


56 


57 


58 
59 
60 


61 


62 
63 
64 
65 
66 


67 


68 


69 
70 


Maining 


Marasmus 


Masculinity 


Meningitis 


Migraine 


Morbidity 


Mortality 


Mucous 


Multisectional 


Node 


Norm 


Nourishment 


Nucleus 


Obese 


Oedema 


Ovary 


Paedtatician 


Pallor 
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To injure seriously. 
Emaciation, wasting. 
Having male 
characteristics. 
Inflammation of the 
membranes of spinal 

cord or brain. 

Periodic pain in one side 


of the head accompanied 
by disordered vision, nausea. 


State of being 
diseased. 
Death 


Having the nature of 
or resembling mucus. 


Many sections 

A knot, knob, 
protuberance or 
swelling. 


Custon, tradition 


Act of nourishing, 
or of being nourished. 


A central point about 
which matter is gathered 


as in a calculus. 


Extremely fat. 


Swelling. 


One of the two glands 
in the female, producing 
the reproductive cell, 


_the ovum, and female 


sex organs. 
Child specialist. 


Lack of calor; 
paleness, 


71 


72 


73 


89 


Peripheral 


Pitting 


Prophylaxis 


Pulmonary 


Ragged 
Rampant 


Rapport 


Recanalization 


Rigidity 


Shin 


Sibling 


Sore 


Spermatozoa 


Spilling 


Spinal 


§ prouted 


Starvation 


Symptons 


Testicles 
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Located at or pertaining 
to the periphery. 


The formation of pits 
or depressions . 
Observance of rules 
necessary to prevent 
disease. 

Disease of lungs. 
Irregular. 


Out of control. 


A felationship of sympathy 
and confidence. 


Again formation of 
channels in tissue. 


Tenseness, immovability. 


leg between the 
ankle and knee. 


One of 2 or more 
children of same 
parents. 

Causing physical pain. 
Male eggs. 


An overflow. 


Pertaining to the spine 
or spinal cord. 


Germinated. 


The condition of being 
without food for a long 
period of time. 


Any perceptible change 
in the body or its 
functions which 
indicates disease. 


The two ovoid male 
gonads. 


e 
§ 

¥ 
‘ 
* 


90 
91 
92 


93 


94 


95 


96 


98 


Trauma 
Triceps 


Tubal 
Tubectomy 


Tuberculosis 


Umbilical 


Vasectony 


* 


Vial 


Vulnerable 


_Xerophthalnia 
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An injury or a wound, 
A muscle of the arm. 


Pertaining to a tube 
especially the 
fallopian tube. 


Cutting and removing 
a portion of the. 
fallopian tube. 


Diseases affecrting 
most tissues of the 
body marked by 
tubercles. 


umbilicus 
Removal of all or 4 
segment of the vas 


deferens 


A small glass: bottle 
for medicines: or chemicals. 


Easily injured. 
Conjunctival dryness, 


in diseases due to 
deficiency of Vitamin A 


— 


*% 


